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DISTRIBUTION OF GENERAL PRACTITIONERS AND SPECIALISTS 


WILLIAM DUNCAN, M.D. 
Webster, South Dakota 


O THIS audience it should be unnecessary to 

report that there is'a growing interest in the 
present problems and the future of the general 
practitioner. 

Attention to this important subject no doubt 
has been aroused chiefly by two things: 


1. The diminishing number of general prac- 
titioners in rural areas, notably in the small 
towns which in former years had one or more 
physicians. 

2. The relatively rapid increase in the num- 
ber of certified specialists, and also the large 
number of medical students and physicians dis- 
charged from the armed forces who have indi- 
cated their intentions of becoming specialists. 

There are at present sixteen approved exam- 
ining boards in medical specialties, and some of 
these now provide for examinations in sub- 
specialties. As of March 1, 1947, a total of 28,- 
476 certificates had been awarded by the various 
boards. This figure includes those who have died 
and those who have retired from practice. How- 
ever, the “Directory of Medical Specialists” lists 
24,028 specialists certified prior to November, 
1945, and this figure represents only those living 
at the time of publication in 1946, although it 
does include those retired from active practice. 
On the other hand, only two of the sixteen boards 
were incorporated prior to 1930, so it should be 
fair to assume that with the numbers added since 
November, 1945, there are approximately 25,000 
living and active certified specialists in the United 
States. A recent estimate from the American 


Presidential Address presented at the North Central Medical 
Conference, November 23, 1947, Saint Paul, Minn. 
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Medical Association indicates that the total num- 
ber of practicing physicians is 160,000. 

In other words there is one specialist for each 
6.4 physicians in this country, and that ratio is 
evidently getting larger. 

From March 1, 1946, to the same date in 1947, 
2,404 certificates in specialties were awarded. The 
number of medical school graduates during a 
like period, June 1, 1946, to June 30,°1947, was 
6,389 (this figure represents a period of thirteen 
months and includes ten schools which graduated 
two classes during that time, hence is relatively 
larger than an average year). Even so, the pres- 
ent ratio, as indicated by these latest figures, 
shows that for each specialist certified there were 
only 2.6 medical students graduated. 

These figures are not being given necessarily 
to prove anything in particular, but they do show 
a definite, if not overwhelming, trend toward 
specialization, and everyone cannot be a special- 
ist if we are to maintain our present concepts 
of the practice of medicine. 

At the last annual assembly of the Omaha 
Mid-West Clinical Society in October of this 
year, a round-table discussion was held on the 
subject, “What is being done about the present 
problems and the future of the general practi- 
tioner.” Among other subjects, overspecialization 
was discussed, and some very good points on this 
were brought out by Mr. M. C. Smith, executive 
secretary of the Nebraska State Medical Associa- 
tion. 

The same subject was discussed at a recent 
meeting of the Association of American Medical 
Colleges. It was shown there that at least some 
of the specialty boards are becoming quite con- 
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cerned about the present trend and are hoping 
that in some way it might be stemmed to a 
certain extent. 


From what has been said it would seem that 
we are facing a problem of overspecialization, or 
too many specialists. On the other hand perhaps 
this could rather ‘be looked upon as a problem 
of too few general practitioners. We all know 
that there is still a great demand for specialists, 
especially in certain categories and in certain parts 
of the country. There are definitely not too many 
specialists in South Dakota; quite a few more, 
properly distributed or located, could be very use- 
ful, not only to themselves, but to the general 
practitioners now there and to what, after all, is 
the most important of all, the people of South 
Dakota. (This should not be interpreted to mean 
that the people of South Dakota are suffering 
from lack of medical or specialists’ care, but to 
many of them it not only entails great inconven- 
ience, but also, to my way of thinking, unneces- 
sary hardships in order for them to reach cer- 
tain types of specialists—notably ophthalmolo- 
gists, otolaryngologists and psychiatrists. ) 

Consequently, with specialists as well as gen- 
eral practitioners, perhaps the really great prob- 
lem is that of proper distribution. 

This brief discourse was in no way intended 
to state a problem and then point out the solu- 
tion. 

However, a few suggestions pertaining to the 
solution will be offered: 


1. The AMA or the Advisory Board for Med- 
ical Specialties should make an attempt to deter- 
mine the optimum number of specialists needed. 
Fhis, of course, should include not only the num- 
ber of each type needed, but also (and of the 
utmost importance) where they are needed. 

Naturally this would be quite an undertaking, 
but it should not be too difficult. The armed 
forces had definite, even though misguided, ideas 
about how many physicians they should have fo1 
each 1,000 men. Also Procurement and Assign- 
ment Services worked out their problems on 
the basis of ratios, one physician for each 1,500 
civilians. 

2. The same thing should be done concerning 
general practitioners, that is, determine the op- 
timum number needed and again where they are 
needed. 

3. This information should always be kept up 
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to date, and it should also be given great public- 
ity among medical students. In fact, at least a 
few lectures on the subject could well be given to 
the senior class, with great emphasis being placed 
on where they are needed. 

4. Medical schools might very well arrange 
their curricula to allow for considerable more time 
in teaching medical history and ethics. For ex- 
ample, how many medical students have been 
taught the precepts of Hippocrates, especially 
the following one? ‘Sometimes give your services 
for nothing, calling to mind a previous benefac- 
tion or present satisfaction. And if there be an 
opportunity of serving one who is a stranger in 
financial straits, give full assistance to all such. 
For where there is love of man, there is also love 
of art. For some patients, though conscious that 
their condition is perilous, recover their health 
simply through their contentment with the good- 
ness of the physician. And it is well to superin- 
tend the sick to make them well, to care for the 
healthy to keep them well, but also to care for 
one’s own self, so as to observe what is seemly.” 
It would not hurt to point out that medicine had 
its origin in the ancient temples, and although the 
teaching of medicine is now practically com- 
pletely separated from religion, it is still based 
entirely on service to mankind. It has been said, 
“The right to serve is man’s one freedom that 
must never be denied. For out of free men’s 
devotion to their self-appointed tasks have come 
the great gifts to all mankind.” 

There could be nothing wrong with attempting 
to instill in these students more of the higher 
values in life, and especially to keep before them 
this question, “Where am I needed ?”—not just 
“Where do I want to go?” 


5. As for the specialty boards, they might 
consider two things. One, encourage these young 
men to go out into general practice for a while. 
Arrange in some way to give them some credit 
for a few years in that type of work. Do not 
restrict them on age. Enough of them will no 
doubt return to become specialists, and perhaps 
a few of them will learn to love their work and 
the people they serve so well that they will stay 
in general practice. Those who go out and then 
return might even become better specialists than 
otherwise, for I am sure that quite a few of 
our most eminent specialists started out in general 
practice. 


(Continued on Page 755) 
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COMMUNITY LEADERSHIP BY PHYSICIANS 


THOMAS A. HENDRICKS 
Chicago, Illinois 


BOUT the most delightful experience that 

life brings is a visit to one’s birthplace. To- 
day, as a representative of the Council on Medical 
Service of the American Medical Association, 
I am enjoying the nostalgic, though vicarious, 
thrill of a homecomer, for it was here at the 
North Central Conference that the idea and the 
propulsive force originated some four years ago, 
which brought the Council into being. 

As I stand here, I see many who first sponsored 
the idea and then fought it through the House of 
Delegates. Last year at your meeting we re- 
viewed a bit of the history of that battle. This 
year we hope in some way to express the gratitude 
that a son owes to a parent, and to have a family 
discussion of the problems facing the Council on 
Medical Service as it comes of age and perhaps 
determine just what function that Council can 
best perform for American medicine. 

It was here too that the Council’s medical re- 
gional eonference was born, for it was your group 
which held the first modern medical economic 
regional conference. These regional conferences, 
developed nationally by the Council, have be- 
come recognized as functional units of American 
medicine, and have done much to make rational, 
state and county medical societies efficient, effec- 
tive, vital, driving forces in the medical life of 
America. These regional conferences have kept 
the physicians of America informed as to what 
the AMA is doing, but, far more important, 
they have kept the AMA in touch with the 
desires, wishes, hopes, ideas and ideals of the 
individual physician. 

Here lies the source of the Mississippi River, 
at the start merely a trickle. By the time that 
trickle reaches the sea it has become a mighty 
giant, our Father of Waters—Old Man River— 
fertilizing and influencing much of our national 
life. So, our regional conferences, which started 
here as small, informal get-togethers, attended at 
first by a handful of state society leaders, have 
grown into conferences of formidable force and 
influence. 

Not only have these conferences grown in size, 


Read at the North Central Medical Conference, November 23, 
1947, Saint Paul, Minnesota. , : 

Mr. Hendricks is secretary of the Council on Medical Service, 
American Medical Association. 
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they have become enlarged in concept, and in 
some regions have attained a status of perma- 
nency. The Middle Atlantic states have developed 
a regional organization with a constitution. At 
the recent Southeastern Regional States session, 
where the health problems of twenty million 
citizens of eight southern states were discussed, 
a new approach to the regional conference was 
developed—participation in these round-table dis- 
cussions by representatives of the public, thought 
leaders of that region, leaders of thought on 
rural, educational, industrial problems. From this 
conference has developed an interim committee 
which is to map out a program for the health of 
the citizens of that region and leave it up for 
action to the various state societies composing the 
region. 

The Board of Trustees has asked the Council 
to correlate and integrate, insofar as possible, 
regional conferences on rural health and industrial 
health with the medical service conferences. This 
is being done wherever possible. 

It is my personal feeling that wherever per- 
manent organizations such as yours and that of 
the New Eng'and states exist, our conference be 
made a part of your conference whenever you 
desire us to participate. 

I have mentioned the phrase “thought leaders.” 
By that we mean the molders of opinion in each 
community. It is with this group that the medical 
societies should act, and action can only be ef- 
fective if the local medical societies are the 
thought leaders and opinion molders in matters 
of community health. 


To me, the keenest and at the same time the 
most jolting and disheartening criticism that has 
appeared in all the multitude of recent studies 
and surveys which have abounded with detracting 
comments in regard to the medical profession is 
not found in the voluminous records of the 
Wagner-Murray-Dingell bill hearings, nor state- 
ments by Boas, Falk or Michael Davis. All these 


are of minor importance, for American medicine 


and the American people can and will in time 
sift out the good from the bad, the effective from 
the emotional, and continue to do what medicine 
always has done in the past—give the American 
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people an increasingly expert and efficient medical 
service, the best received by any nation in any 
time in the world’s history. 

The remarks which disturb me come from 
Robert and Helen Lynd in their case history 
study of “Middletown,” Middletown in Transi- 
tion. Of course, we were particularly interested 
in these studies in Indiana because “Middle- 
town,” picked as a typical American city, is 
Muncie, Indiana. Figures, facts and conclusions 
in regard to the political, social, educational, pro- 
fessional and business conditions and life con- 
tained in that study will interest any reader, for 
some of the charges against Middletown’s citizens 
apply to almost any American community. 

The Lynd’s say: “A point worth noting is the 
loss of intellectual leadership and independence of 
Middletown’s doctors and lawyers. Some of 
Middletown’s most ruggedly independent thinkers 
in 1890 were the local doctors, judges and 
lawyers. These men less often speak their minds, 
they become to a greater extent intellectually 
colorless and are sticking to their last making 
money like the rest of Middletown’s business- 
men.” 

Perhaps we can laugh off most criticisms, but 
this one strikes deep into the heart of every 
American. You may say a doctor is a fraud, is 
“cracked”; you may even call him a quack, but 
never call him colorless! We do not believe the 
Lynds are correct, but if doctors are losing their 
intellectual leadership, their independence of 
thought and expression and action—their color— 
it causes one to worry about the shape of things 
to come. 

I believe it was this that Dr. Buie had in mind 
in his unusual and beautifully written paper, 
“For Manners Are Not Idle.”* I would like to 
quote for you the last two paragraphs: 


Accordingly, outstanding qualities of estimable men 
are these: gentleness and courage, boldness and prudence, 
tolerance, reverence, confidence, stability, humility, wis- 
dom, patience and honesty. I believe not only that pos- 
session of these qualities engenders good manners but 
that the exercise of good manners furnishes proper soil 
for the cultivation of these qualities. The two elements 
working together, not alone, I believe, would do much 
to allay those twin dreads of the world today: fear 
and want. 

Finally, we, in our profession, have been reared well. 
The code of ethics of our organization provides that 





*Presidential Address, Louis A. Buie, M.D., President Min- 
nesota State Medical Association, delivered at the ninety-fourth 
annual meeting banquet, July 1, 1947. 
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“a physician shall be an upright man, instructed in the 
art of healing.” Furthermore, he “must keep himself 
pure in character and conform to a high standard of 
morals and must be diligent and conscientious in his 
studies . . . conducting himself with propriety in his 
profession and in all actions of life.” Perhaps no other 
group is in a more favorable position to exemplify the 
union of good manners and good faith. 


Endowed with a formal education and _ back- 
ground beyond that available to any other group 
in the community, experienced in daily intimate 
contacts with their fellow men as are no other 
individuals, the members of the medical profes- 
sion are expected to have a conception of affairs, 
an analytical power, an outspoken independent 
viewpoint that gives warmth, expression, humor, 
philosophy and “color” to their communities. 
The physician more than any other person should 
have a decisive influence on the life, the thinking 
and the daily habits of the people. 

Whether it be Middletown, Indiana or Iowa; 
Middletown, Wisconsin or Minnesota; or Mid- 
land, South Dakota—Middletown must never lose 
the grand tradition of personal, independent ac- 
tion and thought which we hope and pray char- 
acterizes the physician. The American medical 
profession must never backslide from thé fear- 
lessness and courage of its men who told their 
world what they thought and their world lis- 
tened and rfolded its action accordingly. 

Groundwork has been laid by American medi- 
cine for a great development in the health serv- 
ices for the American people. To state and 
county medical societies goes the credit for this 
progress. Most societies resume their regular 
schedule of meetings in the fall. These are es- 
sential services that each state and local society 
should supply for American medicine to perform 
with community leadership: 


Basic Records. 


Each society should have for immediate reference 
an accurate evaluation of the medical personnel and 
facilities in each of its communities. Definite facts 
must be had to answer many of the sweeping and 
often unfounded claims by those who advocate that 
the government take over medical practice. 


Health Councils. * 


Many communities have found local health councils 


-a medium through which physicians with other inter- 


ested and responsible groups may further the health 
programs of their communities. The Council on Medi- 
cal Service has prepared a brochure suggesting ways 
of forming these health councils. This is a preliminary 
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release on this subject and will be followed by further 
reports as reactions are received and evaluated in the 
light of actual experience as to the value of health coun- 
cils. If you desire this publication, write to the Coun- 
cil on Medical Service. 


Public Relations. 


The American ‘Medical Association has adopted a 
program for activity to bring these health services to 
the public: 


Ten Point Program.—An important point of this pro- 
gram is the development of voluntary health insurance 
as opposed to compulsory sickness insurance. 


“National Health Policy.”—An equally important point 
in the Ten Point Program is the care of the indigent. 
A resolution on policy to be followed in meeting this 
problem was adopted by the House of Delegates at 
the Atlantic City Session. The “National Health Pol- 
icy’ was developed by the New Jersey State Medical 
Association and the principles of this program set up 
in New Jersey have now become a further guide for 
leadership by the profession. The Board of Trustees 
has referred the resolution to the Council on Medical 
Service for action. In considering this for state action, 
it may be well to keep in mind the development of local 
health councils. 


Professional Relations. 


Most important of all to a functioning state or local 
medical society is good professional relations as dis- 
tinguished from public relations. Fundamental to good 
professional relations must be a good feeling and under- 
standing among the individual physicians composing 
the medical society. The seven deadly sins to be avoid- 
ed to have a functioning local society and the seven 
characteristics to offset them are: Inertia, offset by 
Enterprise; Reaction, replaced by Progress; in place 
of Cliques, Friendship; not Discord, but Harmony; 
less Provincialism and more Vision; instead of Smug- 
ness, Leadership; and to replace Defeatism, Courage. 


Dr. Walter Martin’s statement of the obligation 
and necessity for community leadership at the 
Southeastern Conference is a good one: “Nation- 
al organizations can carry on studies, accumulate 
data, establish standards and formulate plans but 
state and local societies to a large extent must 
implement these policies. Medical plans for a 
community must fit into community planning as 
a whole and into the community way of life, and 
they must be designed primarily for the benefit 
of the people and not the profession. Plans for 
improving medical care should be on a commu- 
nity-wide basis, should receive their primary 
impetus and sustained force from the commu- 
nity.” 

The Council on Medical Service, which as I 
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said before had its origin here in this North Cen- 
tral Conference, has become an important instru- 
ment. The Council serves as the “sparky,” the 
pilot planner for medical organization, The 
frankest and perhaps the most forthright state- 
ment concerning the function of the Council has 
not appeared in any formal report of the Coun- 
cil. It was made by Dr. Adson, vice chairman 
of the Council, at Atlantic City. 


“A number of years ago some of us were the spear- 
head for a progressive movement within the American 
Medical Association. This Council is, to a great extent, 
the result of that movement. At that time we had 
certain things in mind for the Council to do. In gen- 
eral, our purpose was to implement the functions and 
activities of the AMA. But there were certain definite 
lines of activity which we felt needed immediate atten- 
tion. 

“One was to present the AMA to the state medical 
societies. In order to do this, we set up district meet- 
ings and called in officers and committeemen from the 
various states. ... 

“One of our first developments in the Council was 
the News Letter. . . . The headquarters office has de- 
veloped what they call a Secretary’s Letter. 

“Another activity that we have entered into is the 
promction of prepayment plans. We started the ball 
rolling in this and were charged with the promotional 
activity. AMCP (Associated Medical Care Plans), or- 
ganized under our instigation, has now come along and 
taken over many of the details having to do with 
prepayment plans. ... We must realize that these things 
are bound to happen as we create, prove and pass on 
or lose functions to others. 

“We have tried to stimulate rural health, and now the 
Hovse of Delegates has created a committee on rural 
medical service whose function it is to consider and 
develop plans along that line. 

“Some time ago we discussed indoctrinating medical 
students in their junior and senior years of medical 
school. We spent some time discussing the creation 
ot an Association of Medical Students, granting the stu- 
dents an associate membership, and making the AMA 
Journal available to them. Although the Council was 
unsuccessful in bringing this to pass, the suggestion was 
made by this year’s incoming president that just such 
a policy be established, and his suggestion was approved 
by the House. 

“Tf the Council is going to live and grow, and if 
we are going to hold the confidence of the profession 
that we have had, we cannot go to sleep. I think each 
one of us will have to keep his ears to the ground to get 
the pulse of what is going on around us. I feel that if 
the Council is going to live and contribute to medicine 
as we have attempted to do, we cannot sit still.” 


In this spirit of pioneering, in conclusion, I 
am going to hazard the following five proposals 
for your reacuion. They have not been discussed 
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formally either by the Council or the Board of 
Trustees. Your criticism, comments and sugges- 
tions will be appreciated : 


1. The publication of a book Best Talks on 
Medical Economics for 1947. Doctors are good 
pamphleteers, but they don’t have time to write 
full-length books. 

‘2. Appointment of subcommittees to put into 
action each point of the Ten Point Program of 
the American Medical Association. 

3. Better use of local committees on medical 
service. Other subcommittees could be created 
under the Council, such as a subcommittee on 
voluntary health insurance, dealing with the en- 
tire field of prepayment; a subcommittee on pro- 
fessional relations, having to do with the news 
letters and the regional conferences. Then, in 
order to make this reorganization effective, that 
the state medical societies be urged to create or 
reactivate their committees on medical service. 
(Some of these are termed committees on medi- 
cal service and public relations.) Perhaps even 
the county medical societies could be asked to 
create similar committees. From these state 
committees doctors would be selected to serve 
on the subcommittees of the Council on Medical 
Service. In this way we could maintain direct 
contact with the thoughts and ideas of both the 
state and county medical societies so that we 
might better assist them in carrying on effective 
community leadership. This type of reorganiza- 
tion would makesthe regular regional conferences 
more effective and would provide the Council 
with more continuous contact with both the state 
and county medical societies. While the Coun- 
cil on Medical Service, as it is now constituted, 


represents all parts of the United States, reor- 
ganization would expand this representation and 
provide for an even better distribution of thoughts 
and ideas. 

4. Reorganization of the Council on Medical 
Service so as to have the following divisions and 
departments: (1) extension of medical care, 
(2) prepayment, in all forms, and (3) profes- 
sional relations. 

At Leavenworth and at the Army Staff College 
in Washington, studies are made and plans for- 
mulated for the defense of America in any even- 
tuality: How would America be defended if the 
West Coast were invaded? What disposition of 
forces would be necessary if the East Coast were 
in the hands of the enemy? What plan of action 
could best be taken if invasion forces moved in 
through Mexico or Canada? 

Teams are at work on each problem. Could 
not groups be set up to do the same for medicine ? 
One group could work on each problem. How 
may the best medical care be made available if 
medicine were able to lay out its health program 
unhampered ? 

How may the individual integrity of the phy- 
sician best be maintained if inroads are made by 
the Children’s Bureau, by liberalization of the 
VA program to include dependents, which would 
make the government responsible for some forty 
million Americans? 


What does all this add up to? Just this: Like 
Omar Khyam we keep coming out the same door 
that we went in—the county medical society—a 
door which must swing wide open to welcome all 
those who have health problems, and from whose 
portals must emerge men who are willing in these 
critical days to assume community leadership. 





RATIO OF DISEASE TO INCOME 


It will be noted that families with an income below 
$1,000 per year have nearly four times as much disability 
from tuberculosis, nearly three times as much disability 
from orthopedic impairments, and approximately twice 
as much disease and nervous disease as families with in- 
comes over $5,000. For relief families, the ratio rises to 
nearly ninefold for tuberculosis, and fourfold for ortho- 
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pedic impairments, between threefold and fourfold for 
rheumatism and digestive diseases. Considering all 
causes of disability together, the group with incomes un- 
der $1,000 shows 66 per cent more disability and the re- 
lief group shows 155 per cent more than the families 
with incomes over $5,000—C. E. A. Wrnstow, D.Sc., 
Am, J. Pub. Health, Jan., 1948. 
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CAN THE LOCAL HEALTH CO-OPERATIVE FIT INTO THE VOLUNTARY 
PREPAYMENT MEDICAL CARE MOVEMENT? . 


L. S. KLEINSCHMIDT 
Chicago, Illinois 


T SEEMS to me that a discussion of this sub- 

ject is very fitting in the North Central Medi- 
cal Conference here at Saint Paul. The six states 
represented in the Conference—Iowa, Minnesota, 
Nebraska, North Dakota, South Dakota and Wis- 
consin—are the center of an area where much 
impetus has been gained in the co-operative and 
consumer-sponsored movements, particularly in 
the rural phases, although they were not the first 
to undertake group action in attempting solutions 
to some of their problems. There are 1,625 local 
co-operative associations of all types reported in 
these states. 

Again, in view of the forward-looking sugges- 
tions and actions that have served a real purpose 
in assisting to unify the thinking of the medical 
profession coming, I am told, from this confer- 
ence in the past, it seems timely to discuss this 
subject today. 

The problems suggested by this subject are a 
definite part of the medical profession’s public 
relations problem and mesh with the other sub- 
jects on this program especially if our today’s 
subjects are slightly restated as follows: 


1. Physician’s relationship. 
(a) With public agency medical care. 
(b) With veterans’ medical care. 
(c) With consumer-sponsored medical service. 
2. Meeting rural health service needs. 
3. Establishing local health councils. 
4. Leadership by physicians. 


In reviewing the over-all relationship, this ques- 
tion is logical, “Can the local health co-operative 
fit into the voluntary prepayment medical care 
movement?” First, let us consider how new the 
consumer-sponsored medical service plans are and 
when the medical profession recognized their ac- 
tivities as voluntary prepayment plans? 

The oldest plan so far reporting to us is the 
French Mutual Benevolent Society of San Fran- 
cisco, California, organized in December, 1851. 
However, noticeable expansion did not develop 
until in the early 1930’s. Approximately two- 





Read at the North Central Medical Conference, November 
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thirds of all consumer-sponsored medical service 
plans have been developed in the past nine years. 

The Bureau of Medical Economics took notice 
of this development and in April, 1937, published 
an article in the Journal of the American Medi- 
cal Association that was distributed as a reprint. 
This statement was made: “The co-operative 
movement is not new, although only in recent 
years has it begun to attract national attention.” 
In 1941, the same bureau reported: “. . . There 
has been no opposition to the use of the principles 
of insurance purely as a means of meeting the 
cost of medical care when there was no inter- 
ference with the quality of service.” 

The House of Delegates of the American Medi- 
cal Association in 1943 established the Council 
on Medical Service and enumerated functions 
which read in part: “To make available facts, 
data, and medical opinions with respect to timely 
and adequate rendition of medical care to the 
American people; to investigate matters pertain- 
ing to the economic, social and similar aspects 
of medical care for all the people and to study 
and suggest means for the distribution of medical 
service to the public consistent with the principles 
adopted by the House of Delegates.” 

In 1945, the House of Delegates approved “a 
continuous survey of all voluntary plans for hos- 
pitalization and illness to determine their ade- 
quacy in meeting needs and maintaining continu- 
ous improvement in quality of medical service.” 
During the same meeting of the House of Dele- 
gates, the Committee on Rural Medical Service 
reported in part: “Prepayment plans for medi- 
cal care and for hospitalization have the approval 
of many farm groups; however, some of them 
feel that such plans should be consumer-operated. 
Such plans should be made available to farm 
groups as early as experience permits.” 

Additional discussion of co-operatives on the 
part of the medical profession occurred from 
time to time, reaching its height of interest fol- 
lowing the conference of co-operative and con- 
sumer-sponsored health service plans held at Two 
Harbors, Minnesota, in August, 1946. During 
this conference, a national organization of these 
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plans, the Co-operative Health Federation of 
America, was organized. 

In December, 1946, the Council on Medical 
Service reported it “is gathering information and 
data relative to the medical co-operative move- 
ment throughout the country.” The Committee 
on Rural Medical Service reported that “the de- 
velopment of co-operative associations and other 
consumer-controlled groups for provision of med- 
ical care has received considerable attention. This 
is an interesting experiment in the rural effort to 
do something constructive from the point of view 
of the consumer. The medical profession should 
be concerned in all these plans with the view that 
a high level of medical care be supplied.” The 
House of Delegates approved the study of these 
plans. It recognized that while there is some dif- 
ference of opinion regarding the establishing of 
consumer co-operative medical care programs, 
nevertheless they are functioning in certain areas, 
and stated that in order to ensure good medical 
care certain basic principles be formulated. 

Consumer-sponsored programs then date back 
ninety-six years in the United States. The Amer- 
ican Medical Association has been particularly in- 
terested in their activities for the past ten years, 
the period of their greatest growth. The second 
point to consider may well be the size of these 
plans and where they are located. 

In our discussion of these plans may I point 
out that the source of information is from the 
plans themselves. We expect to continue the 
study to check the information we have, and to 
obtain additional information at a later date from 
physicians in areas where these plans are in op- 
eration. 

According to information so far gathered, we 
have knowledge of seventy-nine consumer-spon- 
sored local health service plans. We have leads 
out that we believe may put us in touch with 
additional plans. The seventy-nine plans on our 
list are located in twenty-seven states and the Dis- 
trict of Columbia. They operate in industrial 
areas, urban areas and rural areas. Where they 
do operate, they are supported by labor unions, 
by workers in a particular industry and by farm 
organizations. Usually they have been built in a 
given area by a particular group who have, or 
think they have, been faced with a lack of medi- 
cal facilities and personnel or with an economic 
problem in meeting the costs of improved medi- 
cal care or both. 
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Forty-eight of the seventy-nine plans show a 
total enrollment of 674,653 persons, Of these, 
428,883 are urban and 245,770 (36.4 per cent) 
are rural coverage. If we should assume that the 
remaining thirty-one plans had an average en- 
rollment similar to those reported, then the prob- 
able enrollment in consumer-sponsored and co- 
operative plans would total 1,106,000 persons. 

Just to help visualize this enrollment, it might 
be compared with the enrollment figures of medi- 
cal service plans. Medical society plans have 
actual enrollment six times as large as the prob- 
able enrollment of these 
plans. If we make average allowance for the 
medical service plans that have not given rural 
enrollment figures, the total persons enrolled 
from rural areas is about the same for medical 
service plans and for consumer-sponsored plans. 


consumer-sponsored 


Stated on a percentage basis of the total enroll- 
ment for each, we find 8.3 per cent of medical 
service plan enrollment is composed of rural sub- 
scribers, and 36.4 per cent of the enrollment in 
consumer-sponsored plans in rural. 

These plans seem to be of sufficient size and 
importance to justify the serious consideration 
of the medical profession, especally their poten- 
tial possibilities in rural areas. 

As a third consideration: let us turn to some 
of the characteristics of these plans. 

Thirty plans have reported information in suf- 
ficient detail to permit classification according to 
some of their characteristics. All of the thirty 
plans have nonprofessional boards of directors to 
handle the business affairs of the association. 
Fourteen plans (46 per cent) have a medical 
board or a physician’s committee to plan and 
direct the medical practice. Eight plans (27 per 
cent) have a contract with a physician or several 
physicians responsible to the board to handle 
medical practice. Eight plans have indemnity 
contracts and make no definite arrangements for 
medical supervision. 

As to facilities used, sixteen plans have their 
own hospital or clinics, and fourteen plans use 
existing local facilities. In the matter of facili- 
ties the plans are about equally divided. 


The tendency toward the service type of con- 


tract for medical care predominates. Twenty- 
one plans (70 per cent) write service contracts; 
eight plans (27 per cent) write indemnity con- 
tracts; and one plan (3 per cent) writes a com- 
bination of both. As a matter of comparison, 
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ninety medical society plans are about equally 
divided among service contracts, indemnity con- 
tracts and a combination of both, 

All plans depend on legally licensed physi- 
cians to render medical care benefits to their 
members, and all indicate that they offer free- 
dom of choice of physicians. This, of course, 


applies to those co-operating with or employed by 


the plan. 

There are, however, four distinct methods un- 
der which arrangements are made with the phy- 
sicians to render medical care and receive pay- 
ment therefor. The plans are about equally 
distributed between these four methods. 


1. Eight plans provide cash indemnity pay- 
ments to the subscriber for the amount of his 
medical bill as certified by his attending physi- 
cian or up to an amount in a schedule of pay- 
ments for services covered in the benefits. The 
patient pays the doctor and is reimbursed ac- 
cording to the terms of his insurance contract. 
These eight plans, with a total enrollment of 
224,390, are divided into three urban plans with 
91,834 persons enrolled, and five rural plans, 
with 132,556 persons enrolled. 

The Hoosier Farm Bureau Life Insurance 
Company of Indianapolis is an example of the in- 
demnity type. It is a mutual company, organized 
by the Indiana Farm Bureau, that writes many 
kinds of insurance for its members, including 
surgical and hospital expense. The benefits in- 
clude surgical expense up to the amount named 
in the schedule but not to exceed $150. The re- 
imbursement for each patient-day in the hospital 
is $5 for members and $4 for dependents. Operat- 
ing room, anesthesia and laboratory services are 
not to exceed $25 for members and $20 for de- 
pendents. 

The cost for man and wife is $28.80 and for 
a family including all dependents is $40.80. Dur- 
ing 1946, 55 per cent of the annual premiums col- 
lected were paid out in claims. In order for a 
county to enroll, 75 per cent of the Farm Bureau 
members must join. Thirty-nine thousand per- 
sons are enrolled in Indiana under this plan. 

Incidentally, the Grange in Indiana is enroll- 
ing its members by counties on a similar basis, 
except that the coverage offered is Blue Cross 
hospitalization and Blue Shield medical service. 
The Grange enrollment is included in rural en- 
roilment of the medical service plan sponsored 
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by the Indiana State Medical Association, Here 
is a consumer-sponsored organization co-operat- 
ing with a medical society and a Blue Cross pro- 
gram. The cost for a family including depend- 
ents is $48.60 per year. The additional cost of 
$7.80 per year is offset by more benefits for hos- 
pitalization. The Grange in twelve other states 
is reported as now. offering Blue Shield and 
Blue Cross benefits to its members. 


2. Nine plans pay the physician on a fee-for- 
service basis for medical care rendered to mem- 
The total enrollment of this group is 114,- 
160 and is made up of two of the larger urban 
plans, with a total of 98,605 persons enrolled, 
and seven of the smaller rural plans, with a total 
of 15,555 persons enrolled. 


bers. 


The Southeast Missouri Health Service, Inc., 
Poplar Bluff, Missouri, is an example of this 
type. It was incorporated-in December, 1941. 
After agreements and operating ‘principles were 
developed and an education program carried on 
with the people, service was started to members 
on January 1, 1943. It is consumer and medical 
society sponsored, with a seven-member board 
of directors to manage the business, and a medi- 
cal committee appointed by the county medical 
society to direct the medical practice and ap- 
prove medical bills for payment. Both boards 
agree on the extent of benefits, the rates to be 
charged the families, and the method of pay- 
ment. It is a project of the medical economics 
committee of the Missouri State Medical Associa- 
tion. 

At present, farm families with earned incomes 
of $1,500 or less are eligible. Plans are under 
discussion for extending the program to urban 
residents with incomes of $2,000 or less. The 
benefits include general practitioner’s care, sur- 
gery, and hospitalization in a ward-bed up to 
twenty-one days for each person in any one year. 
Prescribed drugs and children’s dentistry have 
been included, but these two benefits are being 
discontinued. 

The maximum family payment is $60 and the 
minimum, $30, to become a member, with 6 per 
cent of earned income used as a basis of payment 
for families earning between $500 and $1,000 
per year. The cost of this program on the basis 
of normal local fees was $99.94 per family. This 
cost was met by payments from the families that 
averaged $36.44, from tax funds supplied through 


753 











HEALTH CO-OPERATIVE—KLEINSCHMIDT 


Farmers Home Administration, which averaged 
$33.73, and from the professions an average of 
$29.77 per family on the basis of accepting pro 
rata amounts or granting discounts from their 
normal fees. This substantial contribution on the 
part of the medical and allied professions made it 
possible for this program to continue to operate. 

The distribution of benefits paid for the year 
July 1, 1945, to June 30, 1946, was: for medical 
care and surgery, 41.3 per cent; hospitalization, 
25.7 per cent; drugs, 16.1 per cent; reserves, 2 
per cent; administrative costs, 14.9 per cent, or 
about 85 per cent paid in benefits. 


3. Six plans render benefits through contracts 
with a small group of physicians on a salary basis 
supported by local physicians on a fee-for-service 
basis. This group has a total enrollment of 243,- 
152 persons. It is made up of four urban plans, 
with a total enrollment of 231,207, and two rural 
plans with 11,945 persons enrolled. 

Since this group is largely urban, we have 
selected the largest one of the plans, located in 
New York City as an example. The Union 
Health Center was organized in 1913 by the 
International Ladies’ Garment Workers Union 


and thirty-two locals, and started service to mem- 
bers in 1916. 


The business is directed by a board of ten di- 
rectors and the medical director. A medical 
council, composed of physicans and the medical 
director, hire the ten physicans on the staff, 
work out the arrangements with 100 part-time 
local physicians, and direct the medical activities. 
Union members and their dependents are eligible 
to receive service. 

The benefits include medical care and all diag- 
nostic services in the clinic of the Union Health 
Center on a service basis for union members. 
Surgery and hospitalization is also provided union 
members on an indemnity basis. These benefits 
cost the individual $18, with some variations be- 
tween the local unions. Dependents of union 
members are supplied these services on the basis 
of reduced fees at the time medical service is 
received. Our reports indicate that subscribers 
pay 23.3 per cent of the total costs as cash pay- 
ments and 55.8 per cent as employe payroll de- 
ductions paid through the: local unions. The 
international organization pays 20.8 per cent, 
with .1 per cent from miscellaneous sources to 
make up the balance to cover the costs. The 
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administrative costs of the prepayment features 
of the plan are absorbed by the unions and the 
clinic, All of the funds collected went to pay 
for services. 


4. Seven plans have organized group practice 
with physicians on salary. All of these plans 
own their facilities. This group of plans have 
36,804 persons enrolled. Two are urban plans 
with a total enrollment of 20,848, and five are 
rural plans with a total enrollment of 15,956. 

As an example of this group, I wish to dis- 
cuss the Farmers Union Hospital Association at 
Elk City, Oklahoma, organized in 1929 by the 
Farmers Union and Dr. Michael A. Shadid. 

A board of five directors, elected by the mem- 
bership, and Fred V. Shadid, M.D., medical di- 
rector, manage the business and control the 
property of the association. A medical staff of 
six medical doctors and one dentist, together 
with the medical director, plan and carry out 
the medical practice, select the professional staff 
members and plan the budget required for bene- 
fits covered. 

The benefits include medical care, surgery and 
hospitalization at the association’s hospital. Extra 
fees are charged members for certain services. 
This extra fee for anesthesia and operating room 
is $20 for major operations and $10 for minor. 
Three dollars per day is charged for hospitaliza- 
tion and $3 for x-ray, et cetera. 

The annual dues for a family including chil- 
dren is $34 and $6 additional for each dependent 
blood relative included in the certificate. In order 
to be enrolled as a member of this plan, each fam- 
ily must purchase a lifetime membership of $50 
to apply on hospital cost and equipment. 

The administrative costs of the prepayment 
plan are absorbed by the hospital and the Farm- 
ers Union, 

Of these four types of payment arrangements 
discussed, the largest number of persons are en- 
rolled under the one with full-time medical and 
clinic direction in co-operation with local phy- 
sicians in carrying out the benefits of the plan. 
The one supplying medical service on an indem- 
nity basis is the second largest, the one where 
local physicians co-operate on a fee arrangement 
is the third in size, and the one organized on a 
group practice basis is the smallest, having en- 
rolled about 6 per cent of the total persons cov- 
ered in these plans. 
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The consumer-sponsored plans are gradually 
undergoing revisions based on their experiences. 
It might be well to attempt here to enumerate 
some of the general characteristics and the trend 
of revisions observable. 


1. Voluntary prepayment health service as dis- 
tinguished from compulsory. 

2. Variations in types of plans based on local 
determination. 

3. Development largely with special groups in 
industry and on farms, which groups are faced 
with a health service problem which they think 
is not otherwise being met. 

4. More or less flexible and have no fixed pat- 
tern or standards at present. 

5. Trend toward more or less complete health 
benefits on a service basis. 

6. The majority, even though they may oper- 
ate on a different basis now, seem to favor group 
practice by physicians although their real interest 
centers on obtaining the service of specialists. 

7. Establish own facilities in areas where there 
is a shortage of hospitals and clinics. 


8. Lean toward salary or contractual arrange- 
ments with physicians. 

9. Avoid the corporate practice of medicine 
(which is illegal) by “arranging to furnish medi- 
cal care” for its members and not “guaranteeing to 
furnish the service.” 

10. Seek the co-operation of physicians and 
welcome the prospects of some type of standards 
being developed. 

Where then “can the local health co-operative 
fit into the voluntary prepayment medical care 
movement ?” 

With so many local variations and personalities, 
it seems that “the place where they fit” requires 
local determination. 

The jig-saw puzzle—as Charlie Crownhart has 
called the various types of prepayment medical 
care plans—needs to be fitted together. The co- 


_ operatives are part of that puzzle. 


The physicians constitute the most logical 
group, if not the only voluntary group, which 
may be looked to as sufficiently interested in the 
puzzle of prepayment medical care and as capa- 
ble of bringing it into a unity of. purpose on a 
community basis. 





DISTRIBUTION OF GENERAL PRACTITIONERS AND SPECIALISTS 
(Continued from Page 746) 


The other thing that specialty boards might 
consider is that in some respects perhaps they 
are too restrictive. The American Board of 
Surgery, for example, requires that one limit his 
work entirely to surgery before being eligible 
for certification. If that rule had been followed in 
the past we would have quite a few less diplomates 
of their board at present, and if it is held to in 
the future it cannot help but influence at least 
the distribution of competent surgeons if not 
their actual numbers. 


In the latest volume published by the South 
Dakota Historical Society there is a biographical 
sketch of Dr. Theodore F. Riggs of Pierre. The 
final paragraph is a quotation from Dr. Richard 
W. TeLinde, chief gynecologist of Johns Hopkins 
Hospital: “I have known Dr, Riggs for twenty- 
five years, and he is an outstanding surgeon, in 
fact, I know of no one who does better general 
surgery in the broad sense than Dr. Riggs. The 
State of South Dakota can feel very happy that 
a man of Dr. Riggs’ training and ability chose 
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to spend his life in a frontier community rather 
than stay in one of the large cities. Since having 
a short professional association with Dr. Riggs 
twenty-five years ago, I have sent him an as- 
sistant from the Johns Hopkins Hospital almost 
every year. I happen to know that each one of 
these assistants regards Dr. Riggs as highly as 
I do.” Dr. Riggs, of course, is not interested in 
becoming a diplomate of the American Board of 
Surgery, for he already is one. On the other 
hand, he would no doubt readily admit that his 
practice is not strictly limited to surgery, and so 
as of this day he would not be eligible to become 
a diplomate. 

Some of the above suggestions may sound a 
little idealistic, but in this atomic age of inter- 
national confusion and disillusionment we could 
all do much worse than attempt in every way to 
elevate our profession further and further toward 
the ultimate goal of American medicine: “The 
best medical care, made available to all the 
people—not only of these United States, but to 
all the world.” 
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THE NEBRASKA STATE MEDICAL ASSOCIATION’S FEE SCHEDULE 
FOR PUBLIC AGENCIES 


FLOYD L. ROGERS, M.D. 
Lincoln, Nebraska 


N NEBRASKA, we are interested in our 

problem of public relations. We are particu- 
larly interested in the problem of the relation- 
ship between public agencies financing medical 
care and the medical profession. By public 
agencies, we mean agencies using funds derived 
from taxation and agencies directed by govern- 
ment. We are also interested in private agen- 
cies who enter the medical field, but these rela- 
tions are largely private and will, to a very con- 
siderable extent, be influenced by our relation- 
ship with public agencies. 

These agencies are on national, state, county, 
and local levels. They have, during recent years, 
been requesting an ever-increasing amount of 
medical service. In Nebraska, the profession 
has been asked to co-operate with public agencies 
to provide medical care for the categorical assist- 
ance group—old age assistance, aid to dependent 
children and blind; for vocational rehabilitation, 
maternal-child health, workmen’s compensation, 
crippled children, veterans’ aid, veteran out-pa- 
tients, county and city indigents ; and for inmates 
of city and county jails. 

In every instance, these requests could be re- 
duced to contain two fundamental questions. How 
can we best contact a large number of physicians 
for employment and how should they be paid? 
In the past, the profession in Nebraska has had 
no plan for dealing with these important groups. 

Lacking such a plan, agencies have,.of neces- 
sity, prepared plans for their own particular use. 
Naturally plans vary greatly. Various agencies 
employ physicians in various ways. These agen- 
cies pay various amounts. In the past, many 
agencies have employed physicians on full or 
part time basis, For the most part, salaries have 
been inadequate, considering the amount of work 
required. This, of course, has held taxes down but 
has led to inadequate services. Of recent years, 
these agencies have requested a more general 
employment of physicians. There seems to be 
a decreasing objection to free choice of physician 
and fee-for-service pay. There has come to exist 





Read before the North Central Medical Conference, November 
23, 1947, Saint Paul, Minnesota. Dr. Rogers is chairman of 
the Planning Committee, Nebraska State Medical Association. 
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in Nebraska a desire for a “fee schedule.” ‘This 
desire has repeatedly been expressed by members 
of our association and agencies, both public and 
private, interested in providing medical care. In 
general, the thought has been that a “fee sched- 
ule” would result in uniformity and fairness of 
fee where confusion has existed. A “fee sched- 
ule” should include a sufficiently complete listing 
of medical procedures to make it serviceable in 
the many fields where it would be used, together 
with fees that would be fair and average. Fees 
paid from public funds certainly should not ex- 
ceed the usual fee in the community for private 
patients. Such a schedule should be acceptable to 
physicians and to those responsible for paying. 
Its general use by agencies, governmental in par- 
ticular, would have many obvious advantages; 
and such a schedule should come as an effort of 
the medical profession. 


Our state agencies now pay varying amounts 
for similar services. County fees for medical 
care differ to a ridiculous degree. These sched- 
ules, for the most part, have been prepared by 
laymen representing the agency, together with a 
physician or physicians employed by or particu- 
larly interested in the agency. The medical so- 
ciety or te profession in general has not been 
consulted. 


In many instances, these schedules have been 
fair and just, seldom have the fees been exces- 
sive, and often they have been too low. When 
the fees are too low, doctors may react in sev- 
eral ways. In case the recipient is indigent, the 
physician, with few exceptions, accepts the re- 
sponsibility and renders adequate service regard- 
less of fee. The feeling of responsibility to 
those unable to pay has always been strong in 
the minds of physicians, although it is unreason- 
able to expect this responsibility for the commu- 
nity. 

In other instances, physicians react in a less 
honorable manner where small fees are paid. 
Often devious methods are used to increase the 
fee. Mileage is charged for each call although 
several calls are made on one trip. Taking the 
temperature and blood pressure is called a com- 
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plete physical examination. Where small fees are 
paid for physical examinations, the examinations 
are likely to be worth very little. One agency 
paying a two-dollar fee requests a history, physi- 
cal examination, including examination of heart, 
lungs, abdomen, nose, throat, vision—near and 
distant, with and without glasses—hearing, blood 
pressure, various measurements, and urine analy- 
sis, with ample space for confidential information 
which will be held in strict confidence. 

Often the recipient, under ordinary circum- 
stances, is the physician’s private patient. Here 
the physician usually renders adequate service, 
and accepts the reduced fee to avoid embarrass- 
ment. Also, often the number of cases treated 
for an agency are few, and the course of least 
resistance is to do the work, accept the small fee 
and not make a fuss. 

One question that constantly offers agencies 
difficulty is that of deciding just what a given 
medical service implies. For instance, what is a 
physical examination and what is a fair fee? 
This, of course, depends on the complexity of the 
problem which the patient presents, on the ability 
of the physician to deal with it, and on his desire 
to do so. Likewise, surgical and other proce- 
dures vary much but offer somewhat less of a 
problem. 

This confused state is not alone the fault of 
the agency; the medical profession has failed to 
offer constructive leadership. Our medical schools 
and medical societies have grooved us to a certain 
pattern. This pattern emphasizes doctor-patient 
relationship. We must think more about well 
people and what well people think of us—in par- 
ticular, what large groups of well people think. 
It is the well people who make the laws. Our 
public relations must be improved. 

Painful as it is to admit, we must admit that 
a small minority of our profession are dishonest. 
They strive to get the most and do the least where 
a third party pays the bill. How to work this 
third party into the picture is our question. We 
have not wanted him, but society says he must be 
there. We must provide leadership and must 
discipline our own ranks, 

With these problems in mind, the 1944 House 
of Delegates of the Nebraska State Medical As- 
sociation instructed its planning committee to 
prepare a “fee schedule” with the hope that it 
would be uniformly used by agencies paying for 
medical care from public funds. This was defi- 
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nitely not to become a “fee schedule” for private 
practice. You would not benefit by a long tabu- 
lation of our ups and downs in this effort. How- 
ever, some steps in the completion of this sched- 
ule should be related. 

We considered a schedule complete over a 
year ago, only to find it lacking in some impor- 
tant respects which caused us to discard it, al- 
though preliminary printings had been made. We 
have held numerous deliberations with general 
practitioners and specialists from various parts of 
the state. We have been mindful, in particular, 
where special groups have set up “fee schedules” 
either on state or national levels. Many sched- 
ules from other states, particularly adjoining 
states, have been reviewed, and an effort toward 
conformity has been made. Several agencies 
have already used the schedule in various stages 
of its development, and its shortcomings have 
been noted and plausible changes made. It has 
been through the grind of negotiations with the 
Veterans Administration. While our state associ- 
ation does not have a completed contract with 
the Veterans Administration, as far-as we know, 
the schedule has not been an objectionable feature 
to officers of the administration. Also we should 
state that the system of numbering, much termi- 
nology, and other features are those used by 
Veterans Administration. Some of our fees are 
higher and some lower than those of surround- 
ing states. Likewise, our schedule varies some- 
what from Veterans Administration schedules 
as used in other states. These differences for 
the most part are only slight. 

Any schedule which will serve for all the vari- 
ous agencies and various localities cannot be brief 
or simple. The number of procedures must be 
large. A system of numbering must be used 
which will make future necessary alterations pos- 
sible without disturbing the whole numbering 
system. For convenience, certain procedures are 
listed in more than one place. Also for conven- 
ience, the first part of our schedule is a rather 
short list of commonly used procedures, followed 
by a more lengthy and complete list. 

A most difficult problem has been that of fees 
for specialists. The difficulty is in particular that 
of who is a specialist. 

The profession in Nebraska is at this time 
unwilling to accept wholeheartedly American 
Roard members as the only specialists. The dis- 
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tribution of certified board members is not suf- 
ficiently wide to serve all parts of the state. We 
must have some answer. While certification is 
our best answer, a specialist must not be too 
rigidly defined at this time. 


A “fee schedule” should have a feature of 
flexibility. A schedule could be much more sim- 
ple if this flexibility were not required. Various 
conditions exist in different agencies and in medi- 
cal practices in various parts of the state. Some 
agencies in certain counties do not have sufficient 
funds to pay other than limited fees at this time. 
Federal funds are less limited, and the state, due 
partly to Federal matching, is also less limited. 
Also it is not inherent in people to be uniform. 
Regardless of income brackets, families vary 
greatly in how they wish to spend their money. 
Some spend much for home, some for entertain- 
ment, and some a relatively large proportion for 
medical care. Flexibility must be a feature if this 
schedule is to endure general economic changes. 
A fair fee for 1932 is not a fair fee for 1947. 
We have certainly not reached the goal of an 
honest dollar. 


This “fee schedule” provides flexibility by use 
of a unit system. Every reasonable effort has 
been made to establish a proper relationship for 
the various services. This relationship is ex- 
pressed in a number of units. Without doubt 
we have made errors in establishing this relation- 
ship. Much just criticism could be offered; but 
only time, experience and co-operation will cor- 
rect these errors, This matter of relativity is 
the fundamental foundation of any “fee sched- 
ule.” Changing trends and methods of practice 
will indicate futher change. A procedure which 
is difficult and time consuming today may be 
made relatively simple in the future, and thus 
justify a smaller relative value and smaller evalu- 
ation in a smaller number of units and thus a 
lower fee. With the various procedures expressed 
in units, the whole schedule can easily be adjust- 
ed to the various circumstances without disturb- 
ing its fundamental relative values. Many will 
object to the unit system as too complicated and 
as unnecessary. 


However, we must keep in mind that there are 
three steps to arriving at a just fee. First, what 
service was rendered ; second, what is a fair rela- 
tive value in relation to other services ; and, third, 
what is the ability to pay in these times. Where 
only two parties are concerned, the patient and 
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doctor, the matter is relatively simple. Where 
three parties are involved, the patient, the doctor 
and an agency, complications are more likely. 
Much good surely will come if we of the 
medical profession take constructive leadership 
in providing a workable system which has both a 
feature of advantageous uniformity and necessary 
flexibility. At the present time, it is considered 
practical to place the value of the unit at 10 
cents. The amount of this fee is included in this 
schedule. 


Any doctor or groups of doctors are, of course, 
free to make agreements with the various agen- 
cies ; however, we are urging our members to use 
this “fee schedule” in dealing with public agen- 
cies. The value of the unit can be adjusted to 
any level by the doctor or doctors and the agency. 
It may be changed by them from time to time, de- 
pending on the various factors. 

One of the present committees or a new com- 
mittee of the state medical association should 
serve as a clearinghouse for this effort. They 
should receive at state medical headquarters in- 
formation as to contracts and placing or changing 
of unit value. They should receive suggestions 
of all kinds from doctors and agencies. In 
particular, they should receive suggestions 
as to changes in the relative value of various 
services, that is, a change in the number of units 
credited for the services. The committee should 
analyze and digest this material. Annually they 
should report to the House of Delegates. Their 
report should include suggestions in regard to 
changes in the unit value for various services. 

Then the House of Delegates should have the 
sole responsibility and authority to change unit 
values. The planning committee is suggesting 
changes in our by-laws which will put this into 
effect. 

Another step which would have many advan- 
tages would be that of uniformity in the blanks 
used by the various agencies. There is no reason 
why a small and a proper assortment of blanks 
would not fill all needs. Familiarity with a blank 
on the part of the physician makes for better and 
more prompt reports. Familiarity with all the 
present blanks is impossible. Only preliminary 
steps in this have been made. Also a uniformity 
of requests for service and methods and time of 
payment should be part of the plan. 

We must be ever mindful that, while we want 

(Continued on Page 826) 
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A PLAN FOR ESTABLISHING LOCAL HEALTH COUNCILS 


FRED STERNAGEL, M.D. 
West Des Moines, Iowa 


| ace Interprofessional Association of Iowa, 


composed of physicians, dentists, veterinar- 
ians, nurses and pharmacists, was organized thir- 
teen years ago for the purpose of promoting bet- 
ter interprofessional relations. Recently the exec- 
utive body of this organization felt that, in the 
light of national developments, we must in some 
way contribute also to better public relations for 
our professions. We realized the truth of the 
statement that in order to encourage better public 
relations, our organizations must first do good, 
then tell the world about it. There is no ques- 
tion that our professions are doing good, but most 
of the people don’t know or are badly informed 
about what we are doing. Last winter the divi- 
sion of health education of the Iowa State De- 
partment of Health, which has a full-time travel- 
ing director, came to us and solicited our co- 
operation in a plan for conducting health forums 
throughout the state. This seemed to be the op- 
portunity we were waiting for, and accordingly 
we accepted the suggestion to pool our efforts 
and facilities toward health education, because 
recent public polls have indicated that the public 
is more interested in health topics today than in 
anything else. 

All good citizens are interested in the health 
and welfare of the people in their community. 
Individually, the layman pays little attention to 
good health until he loses it, and then he fights 
to regain what he has either lost or is about to 
lose. But collectively, every community has a 
certain group of public-spirited citizens who are 
continually seeking to improve the conditions for 
their neighbors, and many organizations have 
health committees, but these health committees, in 
most instances, are working in opposite direc- 
tions. Their efforts need correlation and unified 
direction. 

Last winter the Iowa Interprofessional As- 
sociation and the Iowa State Department of 
Health discussed the possible projects and activi- 
ties that might be adopted for promoting better 
correlation in health activities, and all in attend- 
ance agreed to the facts stated in the preceding 


Read at the North Central Medical Conference, November 
23, 1947, Saint Paul, Minnesota. 


Dr. Sternagel is a member of the Executive Council of the 
Iowa Interprofessional Assogiation. 
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paragraph. Health education in a specific, con-, 
crete, controlled form was pointed to as one of 
the needs for the average citizen in Iowa. 

There was also a feeling among those present 
that specific contributions on the part of the 
membership of the Iowa Interprofessional As- 
sociation toward a unified plan of health educa- 
tion would bring the professions so represented 
closer together and would impress upon the pub- 
lic their desire to help in solving health prob- 
lems from the community point of view as well 
as from the professional service angle. 

After a thorough and complete discussion of 
the possibilities of uniting the efforts of both the 
Interprofessional Association and the Iowa State 
Department of Health in the work of health edu- 
cation, it was agreed that such a plan would ac- 
complish much, particularly since the health de- 
partment was already set up to do such work and 
the Interprofessional Association had the talent 
to supplement such a program. 

The purpose was to bring to the citizens of the 
state, facts that every layman should know, to 
answer the questions many individuals have re- 
garding health, and to clear up many of the mis- 
conceptions that are current among the laity. 
Through the correlation of our efforts, this serv- 
ice would be possible. 

The following steps were taken in the original 
plan, although occasionally in its execution a re- 
adaptation of procedures has to be made to fit the 
needs of the local community and the area in 
which the health education forum is to be pre- 
sented. For your information, however, we pre- 
sent the original idea. 

A definite community is selected for a health 
education forum based upon the interest of the 
local citizens. The director of public health ed- 
ucation of the state health department, who does 
all the work of promoting and organizing the 
program, pays a visit to that community and 
discusses with the local leaders the opportunity 
for having a health education forum. During 
this visit those present are informed by the direc- 
tor that the Iowa Interprofessional Association, 
composed of doctors, dentists, veterinarians, 
nurses and pharmacists, is co-operating with the 
Iowa State Department of Health, and both of 
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these agencies are ready to supply speakers for 
any community health meetings they may have 
in mind. For this purpose they are given a list 
of about fifty subjects to choose from. The com- 
mittee then selects the topics they desire to have 
discussed. 

This local committee is then given the responsi- 
bility of selecting the place for the meeting, sup- 
plying ushers, and taking care of all publicity ex- 
cept radio announcements, which are made over 
the area through the radio program facilities of 
the state department of health. The committee 
is encouraged to realize it is up to them to secure 
a large attendance for both the afternoon and 
evening sessions. 

The program usually is presented in two parts, 
at 2:30 p.m. and again at 8:15 p.m., three half- 
hour talks being presented at each session. After 
each half-hour presentation there is opportunity 
for questions to be asked by members of the 
audience. The chairman is instructed about his 
duty to see that these question periods are con- 
ducted properly and that so-called “crackpots” 
are not permitted to carry the discussion too far 
from the subject at hand. The sessions usually 
last about two hours in the afternoon and two 
hours in the evening. Our afternoon audiences 


have been much smaller, and experience has 
proved that it is possible to get more interest, 
particularly in the questions, during the evening 
session. 


In our experience we have found it better to 
have just an evening program with three half- 
hour talks, if the local committee so elects, be- 
cause the afternoon meetings are, as a rule, 
poorly attended. Some communities definitely 
want an afternoon session for the women who 
cannot come out in the evening, and when this 
is the case, we try to furnish subjects that will 
appeal to women. 

In some instances high school seniors have 
shown a desire to attend the afternoon sessions, 
and for these communities, speakers are chosen 
who would be most likely to carry an appeal to 
both high school seniors and adults. 

A special point is made of encouraging speak- 
ers who take part in the forums to use lay 
language which can be understood by the entire 
audience. After the local committee selects the 
subjects from the list of topics available, the 
state society of the profession submitting the 
selected topic is notified by the director and re- 
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quested to name a speaker, preferably from the 
area where the forum is to be held. For example, 
if the topic is rheumatic fever, the state medical 
society is notified and asked to designate a 
suitable physician to discuss the disease. The 
director then contacts the doctor and supplies 
him with all the details for his appearance, the 
date and place of the meeting, and such other 
information as may be necessary for the oc- 
casion. Insofar as possible we try to schedule 
addresses by medical men in the evening so as 
not to take them away from their practices during 
the day. 

Every effort is made to enlist the co-operation 
of local lay individuals. The plan is to let them 
“carry the ball’ in this effort to bring health edu- 
cation to the citizens of the community. We do 
not believe it wise to let the lay individuals feel 
that the medical society or its allied professions 
are attempting to impose the program upon the 
public. If the local group wants to take the 
lead and will do the proper advertising and lay 
the proper groundwork, we will furnish the 
program. 

In this respect we have two philosophies: In 
our original plan, we attempted to get the presi- 
dents of every organization in the community to 
attend, with their secretaries, or send representa- 
tives to an over-all planning meeting at some date 
well ahead of the proposed forum. In some of the 
communities we have found that this leads to 
divided responsibility, and unless you can get an 
enthusiastic “spark plug” in the community, the 
possibility of “everybody’s business being no- 
body’s business” will contribute to a lack of 
organization and planning or a small audience. 
For this reason, sometimes it is better to secure 
a large, enthusiastic, responsible organization in 
the locality to take the lead. If, for instance, we 
select an enthusiastic city’ Parent-Teacher As- 
sociation Council, made up of a large number 
of local parent-teacher groups, to sponsor the 
meeting, it is better than to attempt to secure a 
number of different organizatioas for the same 
purpose. The choice of procedure, however, 
should be based largely upon what is learned 
about the community before the anticipated 
forum is scheduled. | 

In the State of Iowa, as well as a good many 
other states, there is a definite movement for the 
organization of health councils which would ab- 
breviate a lot of the work needed to organize a 
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forum every year. These health councils should 
definitely have the support, interest and co- 
operation of the various organizations that are 
members of the Interprofessional Association, for 
they need the guidance of the trdined workers in 
medical and associated professions, without which 
they cannot accomplish their purpose with any 
degree of efficiency. Therefore, on the back of 
each program given out at the health education 
forums we urge the community to consider the 
possibility of organizing a health council as the 
best means of bringing together all the health 
workers in the community. 

If the chairmen of the various committees in 
the community are brought together to discuss 
health problems, there is a future possibility that 
they can very well form the nucleus of a health 
council. However, it is highly important that 
representatives of all the organizations in the 
Interprofessional Association, who live in that 
area, become a part of the health council and lend 
their support and interest through personal at- 
tendance. This presents a problem within our 
own organization, which will require a lot of 
effort on our part to get our members to realize 
and act on this responsibility in the plan. It 
would not seem advisable, however, that these 
men take the complete lead, as this might be mis- 
understood. But it certainly is highly desirable 


for them to sit in on the plans and become a part 
of the community or county health council. 

We would like to point out that at each and 
every one of these forums the director should 
specifically make the statement that all the organi- 
zations in the Interprofessional Association and 
the state department of health are tremendously 
interested in community welfare, community 
health and community betterment ; and that these 
organizations are presenting this health education 
forum because of their interest in the community. 
The audience is informed that the local members 
of the various organizations in the Interpro- 
fessional Association are happy to work with the 
community groups for health improvement 
through techniques adopted by the health council, 
and that they are desirous of being called upon 
to sit in on meetings and given opportunity to 
be of assistance. 

It should be pointed out that there is no ex- 
pense to the local community for any of the 
services. The organization and contact work is 
done by the director of public health education 
of the Iowa State Department of Health. Ex- 
penses of the speakers from the Interprofessional 
Association are borne by their respective organi- 
zations, and, likewise, speakers and the director 
from the health department are paid for by their 
own agency. 





COMPLEX SIMPLE FRACTURE 


To the Editor :—Realizing that the term “simple frac- 
ture” as generally defined is thoroughly inadequate to 
describe the trauma received in many so-called simple 
fractures, I have added a new definition to the simple 
and compound fracture nomenclature, i. e., “complex sim- 
ple fracture” (Key, J. A. and Conwell, H. E.: The 
Management of Fractures, Dislocations and Sprains, ed. 
4, St. Louis, C. V. Mosby Company, 1946, pp. 41-43). 


A complex simple fracture is a fracture which is not 
compound but which has received severe trauma to either 
or all of the surrounding soft structures, i. e., skin, mus- 
cles, blood vessels and nerves. The bony fragments 
usually are displaced to a marked degree. 


_“Complex,” as defined by “Webster’s New Interna- 
tional Dictionary,” unabridged, is as follows: (1) an 
assemblage of related things; (2) a whole made up of 
complicated or interrelated parts. 


The complex simple fracture should be further de- 
scribed as to the type of bony injury, for example: com- 
plex simple fracture (transverse, comminuted, spiral or 
oblique, as the case may be). 


Through personal contacts and correspondence with the 
Personnel of the three National Fracture Committees 
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(American Medical Association, American College of 
Surgeons and American Academy of Orthopaedic Sur- 
geons) with reference to their opinions and the necessity 
for such new fracture term or definition, there was unan- 
imous agreement that such a definition of complex sim- 
ple fracture was a necessary one and should be generally 
accepted and used in its broad meaning. 


I make an appeal that this new fracture definition or 
its relative equivalent be used by the members of the 
medical profession. Besides expressing more adequately 
the pathologic process in such type fracture it will mean 
improved records for the hospitals and convey a better 
description of the fracture to the insurance companies, 
compensation boards and other related agencies, thereby 
being of much help to the patient, the physician and 
every one concerned. 


I will appreciate any opinion or suggestions relative to 
the foregoing —H. Earte Conwe tt, M.D., Birmingham, 
Ala. 


Reprinted from the Correspondence Department of 
The Journal of the American Medical Association, 
October 25, 1947, Vol. 135, p. 531 





MEDICAL ORGANIZATION AND SOCIAL PROGRESS 


WILLIAM D. STOVALL, M.D. 
Madison, Wisconsin 


is unusual for the president of a state medi- 
cal association, particularly a new president— 
I became president in October—to suggest or even 
intimate or insinuate that administrative organiza- 
tions of the society should be modified. To be 
asked—indeed, to be invited—to discuss such 
changes is exceptional. I suspect that there may 
have been some element of humor at my expense 
in scheduling me as a streamliner of the organiza- 
tion. However, I might say that I, too, can enjoy 
the sport of it, and it was more in the spirit of 
challenging you and of getting your reactions to 
the opinions of a fledgling that I agreed to talk 
on this subject. Without this spirit of comradery, 
I believe I would be frightened at the task which 
the subject sets for me. So, with somewhat of a 
sense of humor at my predicament, I have the 
temerity to make some comments on reorganiza- 
tional changes for state medical associations. 


You will understand that my remarks are pred- 
icated upon Wisconsin experience only and 


therefore may not be at all applicable in other 
states. And, also, it must be said at the outset 
that the idea that some helpful change might be 
devised in the methods by which doctors approach 
the many and important problems which confront 
them has been considered for some years past by 
many of us, and, also, that the suggestions here 
made are not altogether my own. All that I say 
is compounded from contributions made by the 
councilors, the secretary, Dr. Dawson, our presi- 
dent last year, and many others. 


From my own observations I should like to 
point out a few of the things that to me would 
contribute a better understanding of what the 
problems of medicine are. It has seemed apparent 
to me that the committee structure of our associa- 
tion has grown up like Topsy, or possibly I should 
say like various committees, boards, and com- 
missions that have been added to the various di- 
visions of our government at all levels—county, 
state, and national. This has occurred as the 
result of colliding with all sorts and kinds of 
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economic and social problems, creating intrapro- 
fessional, interprofessional and nonprofessional 
differences of opinion and strife. These collisions 
have usually been sudden, that is, unexpected, and 
the immediate effect is the organization of another 
committee to solve a problem that no one knows 
very much about and which has taken everyone 
by surprise. After the committee or council, or 
whatever the designation, has once been created, 
it stays on forever and continues on the records 
as an active committee whether or not it is active. 
And sometimes, it seems to me, they meet and 
report whether or not they have made any special 
study or investigation of the subject with which 
they are concerned. In this way the committee 
structure piles up year after year until the system 
becomes an octopus of committees, many of 
which do not formulate their opinions from ex- 
pert knowledge. 

It is further my opinion that this has occurred 
because of two things: first, our failure to antici- 
pate what the future may hold for us, and there- 
fore our failure to plan to meet the oncoming 
situation ; second, the preoccupation of physicians 
with their own affairs, until they are detracted 
and then distracted by the reverberations of public 
conflict over affairs in which they suddenly find 
that they have a vital interest, not only from a 
professional point of view but from the point 
of view of a citizen. 

A good historical background and acquaintance 
with current advancing knowledge supply the 
material for the construction of watchtowers from 
which future events can be visualized, and form 
the ingredient with which wise plans to meet these 
events can be constructed. Much of the dis- 
cordance, discontent, disturbance, and disagree- 
ment in the profession could have been avoided 
or greatly modified by wise planning from a 
knowledge of the historical background. 

We are not in our present upheaval by ac- 
cident. Great trends in human affairs grow out 
of the past like a tree grows out of the soil. 
The science of disease control and prevention has 
moved in one direction, from environmental sani- 
tation to the treatment of the individual—even 
“he that runs may read.” 
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All affairs—governmental, private, or voluntary 
—that are operated by democratic methods are 
congenitally slow moving and react ponderously 
to change and have the: reputation of being 
cumbersome and ineffective. I have no doubt 
that these qualifications prompted the statement, 
“Free government is better than good govern- 
ment.” All of us agree to the sense of this state- 
ment, but certainly we cannot agree with all of 
its implications. Free government is certainly far 
better than good government if good government 
means the loss of freedom. However, the impli- 
cation that free government cannot be good 
government, we cannot and do not readily agree 
to. Since our societies are democratic organiza- 
tions, they do have some of the genetic defects of 
any such system. 


Colliding with complex problems instead of 
planning to prevent them is, no doubt, one mani- 
festation of the awkwardness of free and demo- 
cratic institutions.. But is it not possible to im- 


prove this awkwardness without losing the free- 
dom we want within the organization? Do we 
admit that free and democratic institutions can- 
not be improved to meet a changing world? I for 
one think that improvement can be effected by 


effort and interest, and that free and democratic 
organization can be made to operate in a superior 
and a superlative manner. In my opinion this is 
essential to the preservation of free institutions 
and to the preservation of the dignity of the 
individual. 


Preoccupation with professional concerns is a 
great obstacle for physicians in devising an 
organization to meet present-day needs. Physi- 
cians have enough to absorb their time and atten- 
tion. It is easily understandable that they shun 
and shy away from participation in outside ac- 
tivities. Their preoccupation with medicine inter- 
feres with obtaining a familiarity with problems 
of public concern and other matters which so 
profoundly influence methods by which a com- 
plex system is organized, and which determine the 
problems which such organizations bring to the 
profession. It is necessary, however, if physicians 
are going to prevent collision with ideologies that 
are inimical to good medical practice, that they 
become informed about the concepts upon which 
these ideologies are grounded and with the tech- 
nical practices to which they eventually lead. 

In brief, these are some of the considerations 
which encouraged me to suggest some changes 
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in the medical organization of our state to meet 
certain economic and social problems resulting 
from increased medical knowledge. After a re- 
view and consideration of some of our immediate 
problems, it seems to me that they call for only a 
few very well defined activities, each one, of 
course, being composed of a great many details 
which require careful study before their signifi- 
cance can be wisely incorporated into our way 
of life. These activities might be carried out 
under the following headings: 


1. Medical education and hospitals. 

2. Scientific work and postgraduate study. 

3. Budget and finance. 

4. Public health and governmental activity. 

5. Economics, medical service, and public re- 
lations. 


If one follows the proceedings of the House 
of Delegates year after year, it will be seen that 
these five subjects cover quite completely the 
problems that are brought to that body. And if 
one has followed these proceedings, it must be 
apparent that many resolutions come before the 
House which bear on matters, the historical back- 
ground and current developments of which have 
not been given studious consideration. As an 
illustration we can use medical education. At the 
present time there are conflicting ideas on what 
can be done to encourage young physicians to 
choose the general practice of medicine instead 
of some special field of practice. A committee of 
the state medical association should be appointed 
to study this problem and bring back to the 
councils of the society definite recommendations, 
after careful study of the historical development 
of medical education in this country and the 
factors which are influencing present trends. It 
has been said that the tide cannot be swept back; 
this we believe, but if we are prepared we can 
ride the tide out and enjoy the ride. There isn’t 
time for me to carry these illustrations further. 
There isn’t time for me to discuss each one of 
the items that I have suggested as suitable for 
committee or council work, but I would like to 
say what we have done in Wisconsin. 

At the last meeting of the House of eee 
I asked for authority to appoint a committee to 
study the committee structure of our state medical 
association, and to report back to the House of 
Delegates the results of their findings. I feel that 
we need a very strong and active committee 
structure, because I have seen how excellently 
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the various councils of the American Medical 


Association work and because the Council on’ 


Scientific Work of our own medical association 
has so successfully handled the scientific affairs 
of our society. I have been encouraged to believe 
that, in our organization, five councils of fifteen 
members each, each member to serve a period 
of five years, with a chairman to be appointed 
by the incoming president, would provide a 
mechanism for definite study and deliberation on 
these problems, whereby knowledge and advice 
would form a basis for critical action by the 
House of Delegates. This does not mean that the 
incoming president would change the chairman- 
ship, but he could. The chairmen of these five 
‘councils would act as a cabinet for the president. 
It might be said that the committees are too large. 
The thought is that each council may divide it- 
self up into subcommittees, assigning various 
problems to small groups. This seems advisable 
because each member of a committee cannot, in 
the time at his disposal, familiarize himself well 
enough with all the subjects which would come 
before the council to provide an expert opinion. 
By a division into smaller groups it is possible, 
however, for the individual groups to become well 
versed in restricted fields of knowledge. Since 
it has become popular to be critical of continuous 
service over a long period of time, it may be 
said that the. period of service of each committee 
member is too long and that the restriction of the 
number of councils or committees reduces active 
participation in medical society affairs to a small 


group. The size of these committees preclud:s 
that, and the appointment of new members eaci 
year to take the place of those whose terms e»- 
pire would be drawing new personnel into the 
committees. They would pass out into the ranks 
of the membership to become leaders. This proc- 
ess in a few years should build a strong socieiy 
of critically and constructively thoughtful mem- 
bers. 

I 4m so convinced that the maintenance of a 
free government depends upon a strong local 
leadership that I think one of the chief functions 
of a state medical association is to develop leader- 
ship among its members. This can be done only 
by giving them responsibility and allowing them 
to become informed in certain subjects. In this 
way alone will the profession be able to influence 
public opinion, after careful deliberation on well- 
considered subject matter rather than by whim or 
fancy. Curti, in his book, The Growth of Ameri- 
can Thought, refers to Beard’s plea that those 
concerned with human affairs distinguish be- 
tween what is known and can be proved and 
that which is longed for and loved. We in the 
medical societies must also realize this, and have 
opinions of our own that are based upon the 
facts as they are, or at least the facts as we can 
obtain them, and boldly deny the flattery of the 
uninformed and those who thus plan the failure 
of plans of people living under a government of 
free people. In this way we can maintain free 
institutions and free people, and have good medi- 
cal practice and good government as well. 





EXAMINATION FOR REGULAR CORPS, USPHS 


A competitive examination for appointment in the 
Regular Corps of the United States Public Health Serv- 
ice in the grade of assistant surgeon (first lieutenant) 
and senior assistant surgeon (captain) will be held in 
October. The written examination will be conducted 
October 4, 5, and 6 at places convenient to the can- 
didates. The oral examination will be held at various 
points throughout the country. 


All applicants must be at least twenty-one years of 
agé@ and citizens of the United States, must present a 
diploma of graduation from a recognized medical school 
and satisfactorily pass a physical examination per- 
formed by Public Health Service officers. 

Physicians beginning internship on July 1, 1948, will be 
admitted to the examination. Successful candidates will 
be placed on active duty in the Regular Corps upon 
completion of internship on July 1, 9. 

Applicants for the grade of assistant surgeon must 
have had at least seven years of educational and pro- 
fessional training or experience, exclusive of high school. 
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Applicants for the grade of senior assistant surgeon 
must have had at least ten years of educational and 
professional training or experience, exclusive of high 
school. 

Entrance pay for an assistant surgeon with depend- 
ents is $5,011 a year and for senior assistant surgeon 
with dependents $5,551 a year. This includes the addi- 
tional pay of $1,200 for medical officers, as well as 
subsistence and rental allowance. Provisions are made 
for promotions at regular intervals up to and in- 
cluding the grade of senior surgeon (lieutenant colonel) 
and for selection for promotion to grade of medical 
director (colonel) at $9,751 a year. Retirement is au- 
thorized at either completion of thirty years’ service or 
at the age of sixty-four. Full medical care including 
disability retirement at three-fourths pay is provided. 


Application forms may be obtained from Public Health 
Service Hospitals, District Offices, or by writing to the 
Surgeon General, United States Public Health Service, 
Washington 25, D.C. 
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A REVIEW OF THE EPIDEMIOLOGY OF SCARLET FEVER 


ALEX G. BERGER, M.D. 


Acting Director, Acute Communicable Disease Control 
Health Department 


Minneapolis, Minnesota 


N 1924, when the Dicks reported their experi- 

mental production of scarlet fever by swabbing 
the throats of several human volunteers with a 
strain of hemolytic streptococcus isolated from a 
previous case of this disease, the scientific world 
had in general accepted such experimental find- 
ings as conclusive proof of the specific etiology 
of scarlet fever. However, since that time, new 
laboratory methods of differentiation between the 
various hemolytic streptococci have led to the 
discovery of so many significant additions to the 
epidemiology of scarlet fever that an entirely new 
concept of this disease has resulted. The writer 
therefore feels that a brief review of such de- 
velopments, presented in the order of their oc- 
currence, may provide a more unified and com- 
plete concept of scarlet fever as it is understood 
today, and be of help in clarifying the new epi- 
demiological approach deemed necessary for its 
control. 


Although fairly accurate descriptions of scarlet 
fever appear in the literature as early as the 
middle of the sixteenth century, it was Sydenham 
who first employed the term “scarlet fever,” and 
carefully described the disease as it appeared in 


London from 1661-1675. Thereafter, scarlet 
fever became more and more clearly defined as a 
clinical entity. However, it was frequently con-. 
fused with diseases such as diphtheria, measles, 
and various other rash-producing infections. Such 
difficulty in its diagnosis lent emphasis to the 
desirability of a laboratory aid for its differentia- 
tion, and therefore served as an added stimulus in 
the search for its etiology. Still, for a long time, 
attempts at identification of such causative organ- 
ism proved difficult and baffling. 

Early ideas relative to the etiology of scarlet 
fever included protozoan, bacterial, and-virus con- 
cepts. It was Mallory in 1904 and Dohle ‘in 1912 
who made the suggestion that scarlet fever was 
due to a protozoan infection, inasmuch as inclu- 
sion bodies were frequently found in the tissue 
cells of scarlet fever patients. However, similiar 
inclusion bodies were later found in other infec- 
tions, so this idea was soon discarded.® 

The possibility of a streptococcus as the etio- 
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logical agent of scarlet fever was suggested as 
early as 1885 by Crook, who reported the presence 
of streptococci in the blood and organs of in- 
dividuals dying of this disease. About this time 
also, Klein had succeeded in isolating a strepto- 
coccus from the tissues of scarlet fever patients 
and named it Streptococcus scarlatina. In 1900, 
Boginsky and Sommerfeld reported the constant 
finding of streptococci in the throats during the 
characteristic angina of seven hundred individuals 
suffering from scarlet fever. Streptococci were 
also frequently noted accompanying the various 
septic complications occurring in this disease.® 

“Such association of the hemolytic streptococcus 
with scarlet fever led some investigators to pro- 
pose the view that the streptococcus is the etio- 
logical agent of scarlet fever.”® Others, however, 
considered such possibility as quite unlikely inas- 
much as the reactions to these infections were 
quite dissimilar. One attack of scarlet fever 
seemed to confer life-long immunity, yet strepto- 
coccal infections could recur in the same indi- 
vidual time and time again. They therefore felt 
that the causative organism of scarlet fever was 
probably a virus, and that the streptococcus plays 
the role of secondary invader. 

Such differences in streptococcal reaction might 
have been more easily understood if the hetero- 
geneity and complexity of the streptococcal group 
had been more fully appreciated at that time. 
Though differences in the behavior of these organ- 
isms had been noted from time to time, it was 
not until 1918 that laboratory proof of the exist- 
ence of different streptococcal strains was made 
available. At this time, by means of agglutination 
and protection tests, Dochez, Avery, and Lance- 
field clearly demonstrated the existence of at least 
four different serological types.’ . 

Thus far, therefore, evidence had been ad- 
vanced to show that not only were hemolytic 
streptococci closely associated with scarlet fever 
and its complications, but they were also hetero- 
geneous in character and consisted of separate and 
distinctly different strains. Such evidence could 
easily account for both the different types of in- 
fection produced and the variability in immunity 
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formation. Scarlet fever, it was suggested, could 
very well be just one of the various streptococcal 
infections caused by a specific strain of hemolytic 
streptococcus. To definitely prove such a possi- 
bility, it was necessary to reproduce the disease 
through the experimental inoculation of such 
organism into another animal, preferably a human 
being. 

Probably one of the earliest attempts at such 
a procedure consisted of the experimental pro- 
duction of scarlet fever in swine by Class in 1899, 
through the inoculation of a coccus-like organism. 
This organism may well have been a hemolytic 
streptococcus for it had been isolated by him from 
300 cases of human scarlet fever. 

Later, in 1914, Krumwiede, Nicoll, and Pratt 
reported the scarlet fever infection of a laboratory 
worker which followed her accidental swallowing 
of living streptococci, containing streptococcus 
scarlatina. Efforts at this time to infect monkeys 
with the same streptococcus were unsuccessful.® 


Still later, in the year 1921, attempts were made 
by Dick and Dick to reproduce scarlet fever by 
the experimental inoculation of human volunteers. 
Their efforts were unsuccessful at this time. 
However, in 1923, Dick and Dick, using hemolytic 


streptococci cultured from the infected finger of 
a nurse suffering from scarlet fever, successfully 
reproduced scarlet fever in a human volunteer by 
swabbing these organisms on the pharynx and 
tonsils. Furthermore, to assure themselves that 
the causative organism was the streptococcus and 
not a virus associated with such streptococcus, 
they cultured this organism in bottles of sheeps 
blood agar, and passed the condensation fluid 
through a Berkefeld V. filter. Inoculation of the 
filtrate did not produce scarlet fever, yet later 
inoculations of the unfiltered culture in the same 
individuals occasioned another case of scarlet 
fever. Such experimental evidence, the Dicks 
believed, satisfied all of Koch’s postulates, and 
therefore definitely established the etiology of 
scarlet fever.* 


In addition to the findings relative to its eti- 
ology, other important features of scarlet fever 
had been concurrently noted by various investi- 
gators. For a long time, students of scarlet fever 
had been impressed with the similarity of this 
disease to diphtheria. Thus, Berge in 1895, sug- 
gested that just as in diphtheria, so also in scarlet 
fever, the symptoms were due to the absorption of 
soluble toxins. In 1907, Gabrichewsky attributed 
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the scarlatiniform reactions, which occured duriny 
his attempts at scarlet fever immunization, to a 
toxin present in the vaccine. Later, in 1918, 
Schultz and Charlton revealed the presence of 
scarlet fever antitoxin in the serum of normal 
adults when they demonstrated ,the blanching or 
neutralizing effect that such serum had on the rash 
of scarlet fever. They found the serum of about 
60 per cent of normal adults to possess this blanch- 
ing reaction. In 1923, Mair pointed out the 
significant fact that the blanching power of the 
serum of a child was negative if tested before an 
attack of scarlet fever, but became positive after 
such infection. Furthermore, on comparing 
groups of adults and children who had not had 
scarlet fever, he found that the sera of the adults 
possessed this blanching power much more often 
than did the sera of the children.* Such a finding 
indicated that adults may develop scarlet fever 
antitoxin through subclinical exposures to the 
organism without necessarily developing the 
disease. Finally in 1924, the Dicks made practical 
application of the above findings, and introduced 
the now very well known Dick test. They found 
that by injecting, intracutaneously, small amounts 
of a filtrate containing scarlet fever toxin, they 
were able to detect the presence or absence of 
scarlet fever antitoxin. Children who gave no 
history of scarlet fever, ie, who possessed no 
antitoxin, reacted in a positive way to such in- 
fection by developing an erythematous area at 
the point of injection. The same test when per- 
formed on children after they had recovered from 
an attack of scarlet fever produced no erythema- 
tous area, i.e., gave a negative reaction. Thus a 
test had been provided whereby susceptibility to 
the scarlet fever toxin, and presumably to scarlet 
fever infection, could be ascertained.® 

At this stage, therefore, it seemed that the 
epidemiology of scarlet fever had been practically 
completed. The long confused and controversial 
concept as to its etiology had apparently been 
definitely clarified. A test had been devised where- 
by evidence of susceptibility as well as immunity 
to scarlet fever infection could now be ascertained. 
The value of scarlet fever antitoxin and convales- 
cent serum had already been demonstrated. By 
this time also, the Dicks had suggested the in- 
oculation of graduated increasing doses of scarlet 
fever toxin as a method for the active immuniza- 
tion of susceptible individuals. Truly then, it 
appeared that the mysteries of scarlet fever had 
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been cleared, and the means for its eradication 
had been provided. 


Careful observations, however, by students of 
this disease, soon revealed various discrepancies 
and perplexities which could not be adequately 
explained by the epidemiology of scarlet fever 
thus far elaborated. It did not explain why in- 
dividuals who were Dick-negative would, after ex- 
posure to a scarlet fever case, not infrequently 
exhibit symptoms similar to scarlet fever in 
practically every detail, except that no rash would 
appear. Such reactions appeared to occur most 
often in the adult contacts of a definite scarlet 
fever case. Occasionally however, the reverse 
would occur, and the first indication of an in- 
fection in the family would be a sore throat in 
one of the adults, following which one or more 
of the children would come down with typical 
scarlet fever. 


Confusion also presented itself in the considera- 
tion of milk-borne epidemics of sore throat. 
Since 1900, epidemics of septic sore throat had 
been considered by the majority of physicians as 
comprising a clinical entity. Davis, in 1929, 
reiterated his claim that the streptococcus isolated 
by him in 1912, from a milk-borne epidemic of 
sore throat, was a distinct species. This organism, 
which he called Streptococcus epidemicus, he be- 
lieved was the sole cause of this disease. On the 
other hand, Smillie had observed in 1917 that in 
many septic sore throat epidemics, scarlet fever 
cases also occurred, and that both types of cases 
might be traced either to cases of scarlet fever 
or-to septic sore throat. Outbreaks of septic sore 
throat, therefore, had, from time to time, been 
reported as giving a varying clinical picture ; and 
scarlet fever, as well as erysipelas and other septic 
conditions, had been observed in the same epi- 
demic."* 


Further perplexities in the understanding of 
scarlet fever, which could not be explained at this 
time, arose from the fact that the clinical picture 
of this disease seemed to vary considerably on 
different occasions. Typically, the clinical picture 
of scarlet fever, consisting of a sore throat, high 
fever, nausea, vomiting, and a fine punctate rash, 
which was later followed by desquamation, was 
unmistakable and easily diagnosed. However, 
every now and then, cases would occur so mild 
and atypical in character that diagnosis at times 
would be almost impossible. Such cases might 
display only a very mild fever, little or no sore 
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throat, and an almost negligible rash which might 
last only for hours instead of the usual three to 
seven days. 


Clarification of such problems and confusing’ 
situations, was made possible only by the develop- 
ment of more specific laboratory methods for the 
differentiation and detailed classification of the 
hemolytic streptococci. 


Though attempts at streptococcal classification 
had been made by a variable number of bacteri- 
ologists, the methods as suggested by Lancefield 
and Griffith seem to have been found most reliable, 
and have therefore been most widely accepted. It 
had long been known that the hemolytic strepto- 
coccus did not confine itself to the invasion of man 
alone. Attempts, however, to differentiate the 
streptococci, in accordance with their sources and 
their variable pathogenicity, had not heretofore 
been too successful. Fairly adequate methods for 
distinguishing the human from the nonhuman 
streptococcal pathogens had been attained by the 
use of various biochemical and cultural reactions. 
Such methods were, however, neither complete 
nor as specific as might be desired. It was not until 
1933 that a new and specific method for such 
differentiation was made possible. At that time, 
Lancefield came forth with a precipitin reaction 
by which she was able to divide the hemolytic 
streptococci into several distinct groups. 


iti 


“The precipitin test,” she stated, is de- 
pendent on the presence in streptococci of 
substances characteristic of the large groups, 
although not specific for the types within the 
groups.”** By precipitating or extracting such 
substances from the bacterial cell, she was better 
able to reveal the serological differences that 
existed between the various groups of streptococci. 
Thus, hemolytic streptococci of human origin 
were found to contain a carbohydrate called “C” 
substance, which is not type specific and yet is 
not found in strains from sources other than man. 
Further experimentation revealed that similar 
carbohydrate substances were also to be found 
in the other streptococcal groups. These sub- 
stances, although chemically related to the “C” 
substance of the human group, were serologically 
different and therefore specific only for its own 
particular group. On the basis of such serological 
differentiation, the hemolytic streptococci were 
at first divided into five groups, and at present 
are divided into at least nine different groups. 
They are listed as A, B, C, D, E, F, G, H, and K. 
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Group A was found to comprise strains chiefly of 
human origin, and with few exceptions, contained 
all of the human pathogenic strains.* 


Attention has therefore been centered primarily 
on this group, and methods for its further division 
into its component strains or types have been care- 
fully studied. Here again, Lancefield pioneered, 
for in 1919, together with Dochez and Avery, 
she had initiated the first systemic classification 


of hemolytic streptococci of human origin.” Later, - 


in 1928, she demonstrated the presence of a type- 
specific substance of protein character in the 
hemolytic streptococcus which she called “M” 
substance, and by a precipitin technique separated 
a number of immunologically distinct types.’® 
About this time also, another improved method 
for the differentiation of the human streptococcal 
pathogens was developed by Griffith. .This method 
consisted of slide agglutinations of the various 
hemolytic streptococcal pathogens with absorbed 
antisera, i.e., before agglutination with the un- 
known organism is attempted, each antiserum used 
is absorbed with a suspension of organisms made 
up from all of the heterologous types. By such 
method, Griffith was able at that time to dis- 
tinguish more than twenty serological types of 
hemolytic streptococci.** At present, with the aid 
of both the Lancefield and Griffith methods, the 
hemolytic streptococci of group A have been 
divided into at least forty different types, 
numbered as types 1, 2, 3, 4, et cetra. 


Introduction of such improved laboratory 
methods to the scientific world led to new attempts 
at the isolation and -specific identification of the 
Organisms present in the various streptococcal 
infections. Consequently, a vast amount of new 
facts has been gathered—facts so radically dif- 
ferent from previous impressions that an entirely 
new concept of scarlet fever and its associated 
streptococcal infections has resulted. 


Cultures of scarlet fever patients, when ex- 
amined by these new methods, uncovered data 
that definitely proved the belief of the Dicks and 
others, relative to the specific etiology of scarlet 
fever, to be erroneous. Thus, as early as 1927, 
Griffith, on identifying the organisms of 60 per 
cent of the scarlet fever cases occurring in Great 
Britain, was able to show that at least four differ- 
ent types were involved.® Reports from investiga- 
tors in other countries soon revealed that still other 
types were to be found in this disease. In fact, 
Schwentker has recently noted that all known 
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types of group A have at one time or another been 
recovered from Scarlet Fever cases.”* Generally, 
however, it was found that during epidemics, only 
a few streptococcal types tend to predominaie, 
but that these types differ from place to place and 
from season to season.® 


Likewise, investigators now dispelled the belief 
that other hemolytic streptococcal infections, such 
as septic sore throat, erysipelas, or puerperal 
sepsis, were specific in their etiology. It was now 
found that the same organism which would cause 
scarlet fever in some individuals might produce 
a septic sore throat in others, while still in others 
it might occasion erysipelas or puerperal infection. 
Careful studies indicated that just what happened 
when hemolytic streptococci attacked an individual 
was determined by at least three factors: (1) the 
resistance of the host, (2) the site of the implanta- 
tion, (3) and the characteristic properties of that 
particular hemolytic streptococcus. An analysis 
of each of these factors should therefore be con- 
sidered at this time, if their manner of operation 
and resultant effect are to be clearly understood. 


A study of the hemolytic streptococci has shown 
that their pathogenicity is dependent not only upon 
their ability to produce erythrogenic toxin but 
also upon their ability to invade tissues. A de- 
tailed study of the invasive properties of these 
organisms indicate that such abilities are oc- 
casioned by the capacity of the streptococci to 
synthesize and elaborate a number of substances 
that react with human tissues. Some of these 
substances and their effects have been identified. 
They include two streptolysins which lyse human 
erythrocytes (one of these is oxygen labile, while 
the other is oxygen stable): fibrinolysin which 
dissolves human fibrin; and hyaluronic acid, a 
component of the capsule of the bacterial cell, 
which facilitates the spreading of the strepto- 
coccus throughout the tissues.” 


The pathogenic properties of the hemolytic 
streptococci have been found to vary considerably, 
both in quality and quantity. Thus, while some 
organisms might be especially invasive in charac- 
ter, such organisms might have little or no ability 
to produce erythrogenic toxins. On the other 
hand, the reverse might also be true, and organ- 
isms which have high toxin-producing ability 
might possess invasive qualities of little or no 
consequence. All possible combinations of the 
above properties were found to exist, and as such, 
tended to determine the type of streptococcal 


MINNESOTA MEDICINE 


—— Oo -f- WwW + I Ok Ow 


— coma 









her 


lity 

no 
the 
ich, 
cecal 








infection occasioned. Thus, Evans in a recent 
review noted that types 3, 8, and 10 appear to be 
high in their toxin-producing qualities, for they 
were almost constantly associated with scarlet 
fever but rarely with any other streptococcus in- 
fections. On the other hand, types 5, 13, 14, and 
18 appear to have low toxin-producing ability but 
high invasive qualities, for they were rarely as- 
sociated with a rash, yet commonly produced 
suppurative and other miscellaneous streptococcal 
diseases. Types 6 and 19 were found to be as- 
sociated with suppurative diseases on some oc- 
casions and with scarlet fever infections at other 
times. Such a combination of effects could, there- 
fore, indicate that they possess both toxin-pro- 
ducing action and a high invasive ability.® 


The type of infection produced, however, is 
dependent not only on the invading pathogen but 
also upon the resistance of the host involved. The 
Dicks had previously noted that individuals who 
were susceptible to the erythrogenic toxins, i.e., 
Dick-positive, reacted to the hemolytic strepto- 
coccus by developing typical scarlet fever, while 
others who had become Dick-negative would not 
develop the disease. More recent studies, however, 
demonstrated the fact that, though immune to the 
rash-producing toxin, such individuals may still 
be subjected to all the signs and symptoms oc- 
casioned by the invasive features of such organ- 
ism. A Dick-negative individual might therefore 
display the symptoms of a septic sore throat if 
the invading organism attacked the’ nose and 
throat; erysipelas if such organism invaded the 
skin; or puerperal sepsis if the uterine tissues 
were attacked. 


Consideration of scarlet fever, in the light of 
such new experimental data, has therefore re- 
sulted in an entirely new understanding of the 
disease. What had long been considered a specific 
infectious disease now appeared to be a disease 
syndrome caused by any one of a wide variety of 
hemolytic streptococci.® Such syndrome, it was 
found, represented the composite effect of two 
components, namely, an infective or invasive com- 
ponent and a toxic component. The infective com- 
ponent is responsible for all signs and symptoms 
resulting from the invasion of tissue. These 
symptoms are similar in all streptococcal infec- 
tions, whether such infection be scarlet fever, 
erysipelas, puerperal fever, or simple angina. It 
is this component that is the cause of any ex- 
tension of the infection to adjoining structures, 
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and is therefore the element responsible for most 
of the complications occurring in scarlet fever. 
The toxic component, on the other hand, is re- 
lated chiefly to the systemic effects, and is there- 
fore responsible for the exanthem and enanthem, 
and for the reactions of vomiting, arthralgia, and 
albuminuria. 


When scarlet fever is produced, its clinical 
form will depend largely on the relative proportion 
of the toxin-producing and invasive qualities 
present in the causative organism. Thus, as em- 
phasized by Gordon, one clinical type may exist 
in which the manifestations are essentially toxic, 
still another in which the invasive qualities pre- 
dominate, while a third may represent a mixture 
of the above two elements. The mixed form is the 
type usually responsible for the manifestations of 
typical scarlet fever, and is variously designated 
as light, moderate, or moderately severe. “Aside 
from this group of readily recognized reactions, 
there is a group of atypical infections of varying 
extent, mild in nature, and difficult to diagnose. 
They represent essentially low-grade invasive re- 
actions, with the toxic element indefinite and 
sometimes so slight that the eruption of the skin 
is most fleeting.”® 

In addition to the above clinical manifestations 
of scarlet fever, Gordon has drawn attention to 
still another form of infection which is latent or 
subclinical. Here, “The toxic element is absent, 
and the invasive factor so slightly active that it 
leads to no clinically recognizable sign. There is 
clear cut evidence of the existence of this group, 
but little appreciation of the number of cases in- 
volved in proportion to the other two.’ 


Control 


Although the present incidence of scarlet fever 
appears to be as great as ever, the general level of 
severity in this infection seems to have progres- 
sively decreased. Pope, in a review of the ex- 
perience of Providence, Rhode Island, for the 
years 1865-1924, reports that whereas in 1886 
there was one death in every five cases of scarlet 
fever, there was only one death in every 114 cases 
in 1923.° Woods, in 1933, showed that a similar 
change had occurred in England and Wales. 
Examination of scarlet fever fatality rates in 
Minnesota likewise reveals a progressive drop 
from a high of 6.9 per cent in 1910, to a low of 
.2 per cent in 1946. In most parts of the world, 
therefore, scarlet fever is today a mild disease, 
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with deaths less than 4 per cent of what they were 
eighty years ago. 


Has scarlet fever, then, at last been subdued? 
Can it be that the general betterment of our health 
conditions, and the better medical care now 
available, have together been instrumental in 
permanently changing a fearful and highly fatal 
disease into a relatively mild and innocuous ail- 
ment? Possibly. Yet it is well to note that 
throughout the generations, scarlet fever has fre- 
quently exhibited extreme variations in its sever- 
ity. Thus in the middle of the seventeenth cen- 
tury, Sydenham described scarlet fever as ex- 
tremely mild. Toward the end of the eighteenth 
century, scarlet fever was again severe. Im- 
mediately after this period, the severity dimi- 
nished, and from 1804 to 1816, it is again alluded 
to as a mild disease. However, after 1830, the 
disease is noted by Creighton as “the leading 
cause of death among the infectious diseases of 
childhood.” Such severity apparently remained 
until the middle of the nineteenth century, when 
the present progressively downward trend began.° 


It would be difficult to foretell just how long 
scarlet fever will remain a mild disease. Even 
during this generally mild period, scarlet fever, 
as well as all other streptococcal infections, has 
on certain occasions temporarily reverted to a 
form exhibiting a marked increase in severity. 
Coburn has shown that, both in World War I and 
II, a combination of factors such as a large 
number of susceptible recruits, a general dis- 
turbance in the living conditions of the host, and 
the spread of virus infections, would occasion a 
sudden increase in the pathogenicity of the strep- 
tococcus and thus produce intense cases of scarlet 
fever and other streptococcal infections.? It would 
be much wiser, therefore, to guard against the 
consequences of any future change in scarlet 
fever severity by promoting and establishing more 
adequate methods for its prevention and control. 


The control of scarlet fever does not lie in 
measures directed only at the typical scarlet fever 
case, for, as has been shown, this group con- 
stitutes only a small fraction of all the various 
clinical forms of this disease. Adequate control 
measures should encompass all forms of scarlet 
fever infection and should therefore include the 
atypical case, the subclinical case, and even the 
normal carrier of the scarlet fever organism. 
Moreover, since all types of hemolytic streptococci 
have, at one time or another, produced scarlet 
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fever,” and since these same streptococci may 
have at one time, occasioned scarlet fever and ai 
another time produced erysipelas, streptococcal! 
sore throat, or any other streptococcal infection, 
a program of prevention and control should deal 
with this whole group of streptococcal infections 
and not simply with those which show a rash. 
Measures for the control of streptococcal in- 
fection must concern themselves with the factors 
that determine the communicability of a disease. 
Such factors include a reservoir of infection, a 
means of transmission, and a group of susceptible 
individuals. Eradication of even one of these 
elements could break the chain of communication, 
and thus eventually eliminate such infection. Such 
a procedure, however, is rarely possible. More 
feasible, therefore, would be a setting up of 
measures for the limitation and modification of 
these factors. If successful, such a procedure 
could result in a significant reduction in the in- 
cidence and severity of streptococcal disease. 


Reservoir 


Although the hemolytic streptococcus is capable 
of preducing a great variety of diseases in man, 
scarlet fever seems to be the only one of such 
infections where control measures have been 
attempted. For generations it has been recognized 
that scarlet fever is a contagious disease, that 
its reservoir is man himself, and that its mode 
of transmission is primarily through human 
contacts. Accordingly, rigid measures were 
set up for the isolation of the patient and the 
quarantine of his immediate contacts. Such 
measures have usually created much inconvenience 
and economic distress. Consequently, many in- 
fractions of the quarantine regulations have re- 
sulted, and not infrequently attempts have been 
made to avoid the reporting of such cases to the 
health authorities. Gordon has recently estimated 
that less than 70 per cent of the recognizable 
cases of scarlet fever are registered with the 
health authorities.’° 


In addition to this number of unreported typical 
cases, we find that there are many atypical scarlet 
fever cases, streptococcal carriers, and numerous 
hemolytic streptococcal infections other than 
scarlet fever, that rarely, if ever, are subjected to 
any control measures. We can thus appreciate 
how small a fraction of the total load of strep- 
tococcal infections is really affected by our present 
health regulations. 
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If our measures for control are to be at all 
adequate, health regulations must be changed to 
include all streptococcal infections. Such a change 
necessitates the close co-operation of physician 
and patient with the official health agencies. This 
means a prompt and complete reporting of cases 
and suspects by the physician, and a conscientious 
observance of the prescribed regulations by the 
patient. Such co-operation can usually be attained 
only if the inconvenience to the patient is reduced 
to a minimum. 

Recognizing these facts, public health authori- 
ties are making attempts to liberalize their regula- 
tions and are recommending radical changes in 
the period of isolation for scarlet fever cases and 
in the quarantine restrictions for their contacts. 
Thus, in 1945, the American Public Health As- 
sociation in their booklet, The Control of Com- 
municable Disease, came out with the suggestion 
that scarlet fever be considered in the same cate- 
gory as all other hemolytic streptocuccal infections 
due to Lancefield’s group A, and that the isolation 
period of this whole group of streptococcal in- 
fections be limited to fourteen days in uncompli- 
cated cases. They further suggested that the 
quarantine of contacts is not indicated and that 
the placarding of the home may be omitted.? 
New York City has gone even further, and since 
1945 has reduced its isolation period for all un- 
complicated hemolytic streptococcal infections, in- 
cluding scarlet fever, to ‘“‘not less than seven days.” 
They also do not restrict their contacts, and allow 
children contacts to attend school during the 
isolation period of the patient.” 

Changes such as these are not without criticism. 
It is not uncommon for a physician to be called 
upon to treat children with scarlet fever who are 
apparently infectious much longer than seven 
days, some even as long as four weeks. Some 
physicians, therefore, feel that a radical reduction 
in the period of isolation might be the source of 
an increase rather than a decrease in secondary 
infections. Thus far, however, New York City 
has not found this to be true, for. the number 
of cases of scarlet fever reported previous to the 
setting up of this new regulation compares very 
closely with the number of cases reported in the 
past two years."* It is well also to note that this 
marked reduction in isolation period refers only 
to simple cases, i.e., without complications. If 
complications are present, such regulations require 
the continuation of isolation until such complica- 
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tion either has disappeared or has been definitely 
proven to be noncommunicable. This is in ac- 
cordance with Gordon’s observation in 1932, 
when he definitely showed that it is the com- 
plicated case rather than the simple which is 
primarily productive of secondary cases."* The 
simple cases usually lose their infectivity fairly 
rapidly. This is especially true since the introduc- 
tion of “sulfa” and penicillin therapy, for a more 
complete eradication of streptococci from the nose 
and throat is now possible in a much shorter in- 
terval. Residents of the Minneapolis General 
Hospital have frequently been able to obtain 
negative nose and throat cultures as early as 
twenty-four hours after the onset of penicillin 
therapy. Spink et al suggest a five- to seven-day 
course of penicillin therapy for a more permanent 
eradication of streptococci.2* We can, therefore, 
feel assured that, if modern therapy is admin- 
istered, a seven-day isolation period could prove 
adequate for the control of the simple cases. The 
occasional secondary case that might result from 
a too early release of a scarlet fever patient would 
be amply compensated by the greater range or 
extent of control of all the hemolytic streptococcal 
infections that would be possible under a more 
liberal form of regulation. 


The atypical nature of many of our hemolytic 
streptococcal infections makes it desirable to have 
available some laboratory measures which could 
aid the physician in his diagnosis. The identifica- 
tion of the specific group and type of hemolytic 
streptococcus concerned in each infection requires 
too much time to be of value in furthering early 
diagnosis, and is too complicated a procedure to 
be practiced on a large scale. Less difficult, how- 
ever, is the bacteriological examination for hemo- 
lytic streptococci as a whole. This procedure can 
be performed quickly and easily, and is therefore 
a service that can be provided by most public 
health laboratories. It should be emphasized, 
however, that the diagnosis of hemolytic strepto- 
coccal infection should not be determined pri- 
marily by the laboratory culture. Less than 50 
per cent of the initial cultures taken by the health 
department nurses from definitely diagnosed 
scarlet fever cases proved to be positive for the 
hemolytic streptococcus. Though a higher per- 
centage of positives has usually been obtained 
from hospitalized patients, it is important to note 
that the finding of the hemolytic streptococcus in 
cultures is primarily of help in the formation of a 


771 











EPIDEMIOLOGY OF SCARLET FEVER—BERGER 


positive diagnosis, but that a negative culture does 
not necessarily imply the absence of such in- 
fection. Furthermore, if cultures are to be of 
aid in the detection of suspect cases or carriers, 
they should be taken from the nose as well as 
the throat. Hamburger has recently shown that 
hospital cross infections, infections in barracks, 
and food-borne epidemics of streptococcal pharyn- 
gitis or tonsillitis have frequently been traced to 
carriers with positive nose cultures who exhibit 
high “streptococcal outputs.” He therefore feels 
that carriers of B hemolytic streptococci whose 
nose cultures are positive constitute a more 
dangerous group than those in whom the strep- 
tococci remain confined to the throat.** 


Transmission 

The transmission of streptococcal infections 
has generally been conceded to be primarily 
due to droplets spread in person-to-person 
contacts. Though epidemics have also been 
traced to food and milk contamination by strep- 
tococcal cases or carriers, the exclusion of infected 
persons from the handling of food or milk prod- 
ucts and the pasteurization of milk supplies have 
practically eliminated this mode of transmission. 
The respiratory spread of streptococcal infections 
continues to be a major threat to our well-being. 
The prompt isolation and modern treatment of 
all known streptococcal diseases, however, may 
prove of definite value in limiting the spread of 
such infections. Still, Schwentker does not feel 
too optimistic over the possible benefit that can be 
derived from isolation of known cases, for he 
points out that for every known case there are 
a dozen unknown carriers. The attempt to recog- 
nize and segregate such carriers, he believes, is 
impractical ; for, he says, “practically every person 
becomes a carrier of streptococci for at least a 
few days.”** Nevertheless, the prompt treatment 
and isolation of all suspect and definite strepto- 
coccal cases could remove the source of most of 
these contaminations and thus minimize the pos- 
sible number of secondary cases. 

Although the direct method of spread by person 
to person contacts seems to be the primary mode 
of transmission of streptococcal infections, the 
indirect method cannot be entirely discounted. Of 
late, much interest has been redirected towards 
the potentialities of disease transmission through 
the inhalation of infected droplets. Such droplets, 
Wells has shown, can frequently remain sus- 
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pended in the air for many hours; yet, until 
recently, the number of such floating organisms 
was believed to be too small to actually infect the 
average individual. Robertson, Hamburger et al, 
however, have recently shown that though the 
bacterial population of a room may be low at 
times when the air is undisturbed, i.e., at night, 
it can increase tremendously during such periods 
of disturbance as may occur during the peak of 
morning activities. This increase in bacterial 
content is usually occasioned during the process 
of bed making, sweeping, et cetera, when all those 
organisms which had previously been deposited on 
the bed clothes, floor, and pajamas, are again re- 
dispersed into the air. On culturing samples of 
air in the various wards, they found that the 
organisms which seemed to predominate in the 
air were identical with the types of hemolytic 
streptococci which were causing most of the 
secondary or cross infections prevalent in those 
wards. 


Further study also revealed that it was the 
individual with positive nose cultures who usually 
expelled the largest number of organisms into 
the air, for, not infrequently, it was found that 
the presence of even one nasal carrier in a ward 
would produce a heavier contamination of the air 
and cause more cross infections than would be 
occasioned by large numbers of individuals 
harboring the streptococcus in their throats 
alone.”° 


Such findings could well explain why some 
individuals with scarlet fever, on being hospital- 
ized, would later be affected by complications due 
to an entirely different type of hemolytic strepto- 
coccus than the one found upon admission. Such 
findings now revealed why a scarlet fever patient 
who would develop rhinitis or sinusitis was more 
likely to cause secondary cases than one who was 
free of such complications. Such observations 
are also suggestive of the mechanism by which 
epidemics may occasionally sweep through an in- 
stitution even though the finest type of contagious 
technique seemed to be observed, 


Recognition of the airborne route as a potential 
mode of spread of respiratory and wound infec- 
tions has led to various suggestions for its control. 
Such suggestions include both methods for the 
prevention of the dispersal of organisms into the 
air, as well as measures for the disinfection of the 
air. Numerous experiments testing the effective- 
ness of such measures have been instituted, and 
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though conclusive evidence is not yet at hand, 
suggestive data has already been accumulated. 
Thus, Robertson et al have shown that by oiling 
the floors of various barracks, they were able to 
reduce the number of airborne bacteria by ap- 
proximately 70 per cent; while if, in addition, 
the bedding was also oiled, a further reduction of 
about 90 per cent of the bacterial counts was ob- 
tained. How effective this radical reduction in 
airborne bacteria could be for the prevention of 
respiratory infections due to streptococci has not 
yet been fully determined. Robertson claims, 
however, that the results obtained thus far in his 
experiments point to a significant reduction in 
the number of hospital admissions for acute 
respiratory diseases from barracks in which the 
bedding and floors were oiled.”° 

Further control of air contamination has also 
been attempted through air disinfection. For this 
purpose, ultraviolet radiation and the use of 
certain glycol vapors have been most commonly 
employed. 

Studies made by Wells in Philadelphia suggest 
that ultraviolet irradiation of class rooms can be 
of material aid in minimizing the spread of 
respiratory diseases.” Recent attempts, however, 
by Perkins to confirm such findings were un- 
successful.1® A detailed study of this problem 
was also made by Wheeler. Evaluation of his 
results reveals a definite reduction in catarrhal 
infections, but fails to demonstrate any significant 
reduction in streptococcal infections following the 
use of ultraviolet irradiation.2” Various attempts 
have also been made to evaluate the cffects of 
glycol vapors for the prevention of cross ‘infec- 
tions. Most of these studies have been made by 
various members of the Commission on Airborne 
Infections.” Results obtained thus far have been 
far from conclusive. Much more work seems 
necessary, therefore, before any definite opinion 
can be formed concerning the effectiveness of the 
above methods of air disinfection. 


Susceptibility 

Although streptococcal infections are ex- 
ceedingly mild and of rare occurrence in 
tropical areas, they increase greatly in incidence 
and severity in northern latitudes. Variations in 
the occurrence and severity of this disease are 
even noted in the northern areas, for the number 
of such infections start increasing in fall, reach 
their peak in late winter, and then steadily decline 
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until the summer season, at which time the disease 
becomes markedly reduced both in incidence and 
severity. Whether such variations in reaction are 
due to a fluctuation in the resistance of the host or 
rather to changes in the virulence of the invading 
pathogén is unknown at this time. Valuable use, 
nevertheless, could be made of such observations. 
Such observations can be instrumental in directing 
the transfer of patients with rheumatic fever to 
regions which have a low incidence of strepto- 
coccal disease, and thus through the prevention of 
recurrent streptococcal infections minimize the 
number of heart complications. The decrease in 
virulence of streptococcal infections in summer 
could also warrant a shortened isolation period 
for the occasional case occurring in that season. 


The limitation of streptococcal infections and 
the prevention of recurrent attacks of rheumatic 
fever have also been attempted through the ad- - 
ministration of prophylactic doses of the “sulpha” 
drugs. Thomas, in reporting the results of a four- 
year study in which 1 gram of sulfanilamide had 
been administered daily to a group of adolescents 
and young adults, noted that none of those in- 
dividuals getting sulfa suffered from any acute B 
hemolytic streptococcal infection or from any at- 
tacks of rheumatic fever, whereas both strepto- 
coccal infections and at least five rheumatic fever 
episodes were observed in the control group. The 
United States Navy likewise reported that the 
prophylactic administration of 1 gram of sulfa- 
diazine to part of the personnel in several training 
centers for a period of four months resulted in the 
reduction of 80 to 90 per cent of those respiratory 
diseases requiring hospitalization, as well as a 
reduction of about 85 per cent of all streptococcal 
infections. As a consequence of the minimizing 
of streptococcal infections, they report that the 
incidence of rheumatic fever in such cases 
dropped sharply, for only about one case in the 
treated group occurred, as compared to fourteen 
cases observed among the control group.”® 


Prolonged use of the sulfa drugs, however, 
carries with it a number of potential hazards, 
chief of which are the toxic reactions that may 
be occasioned by the drug and the development 
of sulfa resistant strains of streptococci. More 
desirable, therefore, would be the building of 
resistance through immunization. Frequent at- 
tempts at such immunization have been made 
during the past four decades but, as yet, none 
has been more than partially successful. Immuni- 
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zation, if it is to be of value for the control of 
streptococcal disease, should develop resistance 
of fairly long duration, and should be effective 
against the infective as well as the toxic com- 
ponent of such infections. No immunization pro- 
cedure thus far has been able to satisfy these 
requirements. 

The development of antitoxin by the Dicks pro- 
vided fairly adequate protection against the toxic 
effects of streptococcal infections. Its use was 
soon found to be not without danger and of 
limited value, for the protection provided was of 
short duration, and its use was frequently fol- 
lowed by serum reactions and sensitiveness to 
horse serum. A safer type of passive immunity 
has been made possible through the use of con- 
valescent serum. Its disadvantages lie also in its 
brief protection and in the fact that it is difficult 
to obtain. 

A more permanent type of protection, i.e., active 
immunization, can be established by the injection 
of graduated doses of Dick toxin. Until recently 
such procedure was believed to provide full pro- 
tection against scarlet fever infection. More re- 
cent studies, however, have shown that this form 
of immunization develops protection only against 
the recognizable features of scarlet fever, for ijt 
provides immunity solely against the toxic com- 
ponent of that disease. As such, it has proved to 
be of definite value, and is able to effect a sig- 
nificant reduction in the case fatality rates of 
scarlet fever, 

Nevertheless, if the various complications and 
dangers associated with streptococcal infections 
are to be avoided or minimized, active immuniza- 
tion procedures must develop resistance against 
the infective as well as its toxic component. Thus 
far, however, vaccines prepared to meet such need 
have proven inadequate, 


Some authorities feel that the making of an 
effective streptococcal vaccine is well nigh im- 
possible. They point out that streptococcal in- 
fections can recur quite frequently in the same 
individual and, therefore, any immunity thereby 
obtained must be very brief and inadequate. On 
the other hand, recent studies by DeWahl indicate 
that individuals who are exposed daily to massive 
doses of hemolytic streptococci can develop a high 
degree of immunity to those organisms.* Further- 
more, experimental studies by Rothbard reveal 
that the antibodies which develop in the sera of 
patients convalescing from group A streptococcal 
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infections are type specific and tend to first appear 
between three to five weeks following the onset of 
the infection. Such antibodies were found to 
persist in the sera for at least thirty-seven weeks.”! 
The repeated occurrence of streptococcal infec- 
tions in the same individual could therefore be 
better explained on the basis of fresh contacts 
with different strains of streptococci rather than 
to a lack of immunity to the same strain. The 
failure of previous vaccines can also now be 
better understood, for immunity to’ streptococcal 
infections appears to be largely type specific, and 
a vaccine, if it is to be effective, should be made 
up of. those streptococcal types prevalent in the 
community in which it is to be used. The ad- 
ministration of such a vaccine, in the areas and 
during the seasons in which streptococcal infec- 
tions seem to flourish, should be of definite aid in 
minimizing both the incidence and complications 
associated with this hitherto uncontrolled menace. 
The selective use of type-specific streptococcal 
vaccines can well become our most effective 
weapon for the future control of streptococcal 
disease. 


Summary 

New laboratory methods for the differentiation 
of the various hemolytic streptococci have been 
instrumental in the discovery of valuable additions 
to the epidemiology of scarlet fever. Considera- 
tion of scarlet fever in the light of such new 
experimental findings has resulted in an entirely 
new understanding of this disease. A brief re- 
view of such developments has therefore been 
presented and the following significant facts have 
been noted : 


1. Scarlet fever can no longer be considered a 
specific infection, but is rather a disease syndrome 
caused by any one of a wide variety of hemolytic 
streptococci. Such syndrome represents the com- 
posite effect of two components, namely an in- 
fective and a toxic component. The infective 
component is responsible for those signs and 
symptoms which are common to all streptococcal 
infections, while the toxic component is re- 
sponsible for the scarlatinaform rash. Whether a 
hemolytic streptococcus will occasion a strepto- 
coccal infection or a streptococcal infection ac- 
companied by a rash is dependent both on the 
amount of erythrogenic toxin produced by such 
organism and on the amount of antitoxin present 
in the host. Thus, if sufficient toxin is produced 
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in a Dick-positive individual, scarlet fever will 
result. When such toxin is produced in a Dick- 
negative individual, a streptococcal infection with- 
out the rash will usually be occasioned. However, 
if little or no toxin is elaborated by the attacking 
pathogen, the resultant effect both in Dick- 
negative as well as in Dick-positive individuals 
will be that of a localized streptococcal infection. 

2. Measures for the control of scarlet fever 
must therefore deal with all hemolytic strepto- 
coccal infections, and not simply with those which 
show a rash. Suggested measures for such con- 
trol include the limitation of the reservoir of in- 
fection through the adoption of health regulations 
which require isolation procedures for all strepto- 
coccal infections, and not for scarlet fever alone. 
To promote effective co-operation with such a 
regulation, it may be advisable to institute a 
radical reduction in the isolation period of all such 
infections. 

Further limitation of the spread of streptococcal 
infections has been attempted through the modi- 
fication of its transmitting agents. Such measures 
have concerned themselves with the minimizing 
of the dispersal of organisms into the air, through 
the oiling of floors, bedding, et cetra, and the 
disinfection of the air with ultraviolet irradiation 
and the use of certain glycol vapors. Results thus 
far have been suggestive but not conclusive. 

Most promising, however, for streptococcal 
control appears to be the promotion of individual 
immunity to streptococcal infections through vac- 
cine administration. Previous failures of vaccine 
prophylaxis are now felt to have been due to lack 
of appreciation of the variable number of strains 
present in the hemolytic streptococcal group. 
Immunity to streptococcal infections appears to 
be type-specific. Vaccines to be effective must 
therefore be made up of such strains prevalent in 
the area in which they are to be used. The select- 


ive use of such vaccines can well become a most 
valuable aid for the control of streptococcal 
disease. 
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It has been estimated that nearly four per cent of all 
persons who visit physicians’ offices complain of cough 
or expectoration. The alert physician will insist upon a 
sputum examination of all such patients. Such practice 
will be rewarded by the discovery of tubercle bacilli in 
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three or four out of every 100 specimens examined. The 
family doctor will fairly often discover to his astonish- 
ment that a patient with slowly resolving pneumonia has 
an acid-fast reason for prolonged convalescence.—HEr- 
MAN E. Hitresor, M.D., Journal-Lancet, June, 1947. 
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OSLER IN MINNESOTA 
His Interest in Medical Education and Licensure 


JAMES ECKMAN, Ph.D. 
Rochester, Minnesota 


I dare say that in a few generations Osler will be as soundly forgotten as Thomas Watson 
or even Wilham Jenner, that he will be at most an occasionally cited name. Kind-hearted, 
honourable gentlemen are common enough to escape a bookish immortality. 


IFTY-SIX years ago, William Osler (Fig. 1), 

just returned to the United States after a 
wedding trip to England, came out to the Uni- 
versity of Minnesota to deliver an address, on 
October 4, 1892, at the dedication of a new med- 
ical building.1*7 The next day he spoke, perhaps 
extemporaneously, before the Minnesota Academy 
of Medicine in Saint Paul.** 

Much information concerning this visit by the 
distinguished internist of Johns Hopkins can be 
obtained from contemporary sources. But the 
writer has been uncommonly fortunate in that he 
has been accorded .an advantage conferred upon 
few historians: the testimony of one who both 
knew the historical figure concerned and was a 
witness of the event in question. The late Dr. 
Frederick J. Wulling (1866-1947), dean emeritus 
of the College of Pharmacy of the University of 
Minnesota, became acquainted with Osler in 1889, 
when Dr. Wulling was an associate of Dr. Samuel 
Fleet Speir (1838-1896), in Brooklyn, New York. 
Three years later, when Osler came to the Uni- 
versity of Minnesota to dedicate the medical 
building, he remembered Dr. Wulling at once and 
greeted him cordially. The two men sat at the 
same table at the ceremonies—Cyrus Northrop, 
Governor Merriam and former Governor Pills- 
bury on one side, and the four deans, Dr. Millard, 
Dr. Brazie, Dr. Sudduth and Dr. Wulling, on the 
other. Whatever value this essay may be found 
to possess has, consequently, been immeasurably 
enhanced by the material which Dr. Wulling® 
has most generously supplied. 

In itself, the visit of Osler to Minnesota is of 
no particular moment, for the postliminous jour- 
neys of the eminent are not, as a rule, calculated to 
derange the fortunes of commonwealths. What 
Osler said, on the other hand, considered in the 
light of medicine and medical practice in Minne- 
sota at the time of his remarks, may be of con- 
siderable interest and some value. Minnesota in 


From the Division of Publications, the Mayo Clinic. 
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—Major GreENwoop!9 


1892 had been a member of the Federal Union 
for only thirty-four years. And although terri- 
torial legislators had thoughtfully provided for a 
medical school in the University of Minnesota in 
1851,? a department of medicine had not been 
established until 1883—a department of medicine 
which was empowered to confer the degrees of 
bachelor of medicine and doctor of medicine but 
which actually had no students and offered no 
courses ! 62 


The University Address 

The building which Osler was to help dedicate 
is, according to. Professor Schmeckebier,®* a Ren- 
aissance type of edifice (Fig. 2). It was erected 
at a cost of $61,000** by L. Lund, Contractor, in 
1892. Both Greene™ and Beard’® wrote that 
Dr. Perry H. Millard (1848-1897), first dean 
of the University of Minnesota College of Medi- 
cine and Surgery, whom President Cyrus North- 
rop is said** to have called “a lesser Napoleon,” 
advanced the money from his own pocket to pay 
for the structure.” At one side of the entrance 





*Because, as will be shown herein, the only function of the 
University of Minnesota Department of Medicine when it was 
created in 1883 was to examine candidates for the license to 
practice medicine in Minnesota. The Deportes of Medicine 
could confer the degree of bachelor of medicine upon any candi- 
date who passed the examination offered by the faculty, and “To 
the graduate in medicine it offered the further degree of M.D. 
upon the presentation and satisfactory defense of an approved 
thesis.” See references.® ® 


tGround for the new building apparently was _broken_ in 
August or September, 1891. President Northrop of the Uni- 
versity of Minnesota was said to have declared, at that time, 
that the building would be ready for occupancy “by the first 
of next year,” which would be 189 The building was not 
even completed, however, when Osler helped to dedicate it on 
October 4, 1892 : The University of Minnesota. North- 
western Medical Journal, 19:143, (Sept.) 1891. 


°Section 10 of chapter 163 of the general laws of Minnesota 
of 1891 appropriated $80,000 for new buildings for the University 
of Minnesota, the money to be derived “from any other funds in 
the state treasury not otherwise appropriated.” Half of this 
amount was to be made available on April 1, 1892; the other 
half was to be made available on April 1, 1893. The state 
treasurer announced that in 1891 the sum of $73,488.03 had 
been paid by him to the university for buildings; in his report 
for 1892 he said that he had paid to the university for buildings 
the sum of $36,247.49. See: General Laws the State of 
Minnesota Passed During the Twenty-Seventh Session. of the 
State Legislature Commencing January Eighth, One Thousand 
Eight Hundred and Ninety-One. Saint Paul: Pioneer Press Co., 
1891, p. 378. See also: Annual ort of the State Treasurer of 
Minnesota, for the Fiscal Year Ending July 31, 1891. Min- 
neapolis: Harrison and Smith, State Printers, 1891, p. 75. See 
also: Annual Report of the State Treasurer, of Minnesota, for the 
Fiscal Year Ending July 31, 1892. Minneapolis: Harrison and 
Smith, State Printers, 1892, p. 75. 





MINNESOTA MEDICINE 








is < 
buil 
Pat 
of 

Ste: 
late 
Au 
Pat 
Yo: 
cat 
bee 
191 
fire 
wal 
of 

“\ 


que 
the 
evi 
pol 
of 

spt 





lot 


ota 
ity 
his 
eT 
ate 
ad 
ort 
gS 


the 
0., 
in- 
5ee 


the 
nd 


NE 





OSLER IN MINNESOTA—ECKMAN 


is a carved inscription which discloses that the 
building was designed by Reed and Stem of Saint 
Paul, a well-known architectural firm composed 
of Charles A. Reed (1858-1911) and Allen H. 
Stem (1856-1931). This firm, founded in 1892, 
later designed the Saint Paul Hotel, Saint Paul 
Auditorium, Metropolitan Opera House of Saint 
Paul and the Grand Central Terminal in New 
York City.°*4** The building which Osler dedi- 
cated still stands on the university campus. It has 
been occupied by the College of Pharmacy since 
1912, after reconstruction made necessary by a 
fire which destroyed virtually everything but the 
walls. On January 9, 1942, the Board of Regents 
of the University of Minnesota gave the name, 
“Wulling Hall,” to the building.© 

The writer has not been able to answer the 
question of who actually invited Osler to make 
the dedicating address,t{ but the occasion very 
evidently was considered to be of major im- 
portance. One newspaper™ noted that the Board 
of Regents of the university had sent out 4,000 
special invitations to the proceedings, but that 
since the main lecture room in the new building 
would accommodate only 500 persons, “hosts of 
people were unable to take part in the exercises.” 
It is curious to notice that after such energetic 
preparations on the part of the Regents, most of 
them were not there.® 


The program was to begin at 8:00 p.m., but the 
lecture room was already filled at an early hour.*? 
The Minneapolis Tribune** was uncommonly elo- 
quent: 


If old Esculapius, god of medicine, still lingers about 
looking after the welfare of humanity, he must needs 
have been pleased last night. For over on the State 
University campus there was being dedicated to him a 
new temple. In point of architecture and equipment, this 
new medical building is not to be surpassed, and its 
dedication marks another stride in the advance of Min- 
nesota’s university. Since first the medical course was 
taken off paper and made a reality, the college was 
cramped into an inconvenient building, now the Asbury 


_ **Some account of the work of these two Saint Paul architects 
is to be found in: Marshall, David: Grand Central. New York: 
McGraw-Hill Book Co., Inc., 1946, pp. 248-260. 


ttThe writer had assumed that since the Board of Regents 
had sent out 4,000 invitations to the event, the Regents probably 
had invited Osler to speak at the ceremonies. This assumption, 


it turns out, cannot be proved. The minutes of the proceedings | 


of the Board of Regents are kept in manuscript record books in 
the office of the comptroller of the University of Minnesota. 
Proceedings from March, 1868 to 1904 are contained in a volume 
marked “B 1.” On July 10, 1947, W. T. Middlebrook, vice 
president of the University of Minnesota, advised A. J. Lobb, 
regent of the University of Minnesota, that search of book “B 1” 
of the proceedings of the Board of Regents produced no reference 
to either Osler or the dedication of the building in question in 


1892. This information was placed in the hands of the writer by 
Mr. Lobb. 


Jury, 1948 





Fig. 1 
aman American artist, John Singer Sargent (1856-1925). Re- 


spomunee by permission of the College of Physicians of Philadel- 
phia. 


Sir William Osler, after a charcoal portrait by the 


Hospital, and the students labored under great dis- 
vantage [sic]. But the new quarters are commodious 
and modern and the medics are jolly over the prospects. 


The Reverend Wayland Hoyt (1838-1910), 
pastor of the First Baptist Church of Minneapolis, 
opened the ceremonies with a prayer. Governor 
William R. Merriam (1849-1931) then briefly 
presented the building to the president of the 
Board of Regents, former Governor John S. 
Pillsbury (1827-1901). Cyrus Northrop (1834- 
1922), president of the University of Minnesota, 
next introduced, successively, Dr. Perry H. Mil- 
lard (1848-1897), dean of the College of Medicine 
and Surgery; Dr. Henry W. Brazie (1843-1927), 
dean of the College of Homceopathic Medicine 
and Surgery; Dr. W. Xavier Sudduth (1853- 
1915), dean of the College of Dentistry ; and Dr. 
Frederick J. Wulling, dean of the College of 
Pharmacy. Each man gave a brief address. Presi- 
dent Northrop then introduced Professor Osler, 
remarking that since no other institution in the 
United States had done so much for university 
work as Johns Hopkins had done, it was fitting 
that Professor Osler should speak on the occa- 
sion at hand.*? 
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The circumstances under which Osler was to 
speak were not so tranquil as one might think now, 
fifty-six years after the event. He was not visit- 
ing a long-established medical school. On the con- 
trary, the faculty before which he spoke had 
been in existence only four years, and had actu- 
ally offered courses of instruction for only three 
years.**™ + It had come into existence as a result 
of the amalgamation, in 1888, of the old Saint 
Paul Medical College, the Minnesota Hospital 
College of Minneapolis, and the Minnesota Ho- 
moeopathic Medical College of Minneapolis,’® 
largely, it was said, as a result of the labors of its 
first dean, Dr. Millard.* The professors, osten- 
sibly united as the faculty of the University of 
Minnesota College of Medicine and Surgery and 
the College of Homceopathic Medicine and Sur- 
gery, naturally could not have been unmindful of 
the institutions which they had seen obliterated by 
the union. Divers problems, uncertainties, per- 
haps even smoldering animosities, must have 
pervaded the minds of some of the men who had 
assembled to listen to the words of the celebrated 
internist from the Johns Hopkins University. 

Osler perforce addressed two separate medical 


tThe College of Medicine and Surgery and the College of 
Homeceopathic Medicine and Surgery of the University of Min- 
nesota were formed in 1888, when the Saint Paul Medical College, 
the Minnesota Hospital College of Minneapolis, and the Min- 
nesota Homceopathic Medical College of Minneapolis surrendered 
their charters as a requisite for amalgamation within the Uni- 
versity of Minnesota. In 1888 the course of lectures at the College 
of Medicine and Surgery consisted of a term of three scholastic 
years, each scholastic year consisting of six months. In 1890 
the scholastic year was extended so that it consisted 
of eight months. In 1894 the term was increased to four 
years. In the scholastic year of 1910-1911 it was announced 
that a fifth, or hospital, year would be required for the degree of 
doctor of medicine, this provision to become effective in the 
scholastic yer of 1914-1915. Not long thereafter the Uni- 
versity of Minnesota became one of the first institutions to re- 
uire that the total period of instruction for a candidate for 
the degree of doctor of medicine be seven years, including the 
final year in internship. The degree of bachelor of science or 
bachelor of arts became a prerequisite to the degree of doctor of 
medicine; such a baccalaureate could be gained by two years of 
study in the College of Science, Literature and the Arts and two 
years of work in the Medical School, or by three years in the 
arts — g and one year in the Medical School. In 1913 the 
faculty of the Medical School was reorganized to make possible 
intensive teaching by salaried clinical teachers; private clinics 
were abolished, and clinical work was concentrated in the Uni- 
versity Hospital and the several municipal hospitals. See: Beard, 
R. : An Inventory of the Progress of Medical Education in 
America and in Minnesota. Journal-Lancet, 35:607-609, (Nov. 1) 
1915. See also: Rogers, J. T.: President’s Address: Team Work. 
Journal-Lancet, 35:602-607, (Nov. 1) 1915. 


*The old Minneapolis College of Physicians and Surgeons was 
opened in October, 1883, offering a three years’ graded course 
consisting of six months’ instruction each year. Proper pre- 
liminary preparation was required for entrance to the school. 
During the first five years of its existence, the Minneapolis 
College of Physicians and Surgeons neither examined its students 
at the end of the three-year course nor conferred a degree upon 
them; those who had completed the entire course were sent to 
the University of Minnesota Department of Medicine to be 
examined for a degree from that institution. In 1895 the Min- 
neapolis College of Physicians and Surgeons became the de- 
artment of Medicine of Hamline University, with a faculty of 
orty-one members. In 1907 and 1908 negotiations were under- 
taken for merger of the school with the University of Minnesota 
cplege of Medicine and Surgery. The merger was effected in 
March, 1908. See: Moore, J. T.:; The College of Physicians and 
Surgeons. Journal of the Minnesota State Medical Association and 
Northwestern Lancet, 29:45-46, (Jan. 15) 1909. 
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faculties that night: the so-called regular medic \l 
faculty and the homeopathic medical facul: 
The deans of both of these faculties—Perry }i, 
Millard and Henry W. Brazie—were speakers 
on the same program of which Osler was thie 
major figure.*?** 
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Fig. 2. The medical building at the University of Minnesota 
which William Osler helped to dedicate on October 4, 1892. This 
building was burned almost to the walls in 1912, but was rebuilt 
and thereafter was occupied by. the College of Pharmacy. Since 
1942 it has been known as Wulling Hall. Drawing from the 
Minneapolis Times, October 5, 1892. 


The power of the so-called regular medical 
faculty was unquestionable, but the strength of 
the homeopathic practitioners at this particular 
point in the history of Minnesota cannot be dis- 
missed abruptly. In 1892 homeopathic physicians 
had had a state society for a quarter of a cen- 
tury..*7° At the time, they had two medical 
journals} of their own, and the Medical Argus 
observed® that the homeopathic faculty at the 
university was planning a third. The homeopaths 
had had two other medical journals” previously, 
not including the Transactions of their state or- 
ganization.***° They had a number of homeo- 
pathic hospitals. They had had a homeopathic 
medical college, separate from university control.” 
Only five years before Osler’s visit they had had 
sufficient political power to assure themselves, 
by act of legislature, of two of the nine members 
of the reorganized Minnesota State Board of 
Medical Examiners®; as late as seventeen years 
after Osler’s visit they were still powerful enough 
to assure inclusion, in the appropriation for the 
expenses of the state government, of a section** 
which gave them $50,000 with which to erect a 
new medical building of their own on the campus 





tThese were the Medical Argus, published from 1890 to 1898; 
and the Minneapolis Homeopathic Magazine, published from 
1892 to 1902. See reference.™ 

°These were the Minnesota Homeopath, published in_ either 
1858 or°1859; and the Minnesota Medical Monthly, published 
from 1886 to 1888. See reference.™ 

**Paragraphs 11 and 12-of section 35 of the session laws of 
1909. See reference.* 
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of the University of Minnesota, plus $5,000 with 
which to maintain the building for one year.*}{ 
Nineteen years after Osler spoke at the University 
of Minnesota, the determination of the homeo- 
paths of the state was such that they introduced a 
bill in the Minnesota State Legislature which, had 
it been enacted, would have created either a de- 
partment or a college of homeopathic medicine at 
the university.°° 

What, then, did Osler say to an audience of 
which the individual convictions were so seriously 
divergent? He said very little that was remark- 
able, very little that was new, and nothing that was 
controversial. No other course was open to him. 
He condemned independent medical colleges,** 
but so did almost everyone else at that particular 
time. The president of the American Medical As- 
sociation, for instance, had considered the thought 
important enough to be emphasized in his ad- 
dress’ at the thirty-ninth annual session of the as- 
sociation at Cincinnati in 1888, and the Journal 
of that organization had commended him for his 
words.*? 


Osler had kind words for the “schools with 
university connexions,” and he approved of what 
he called “the State schools, of which this col- 
lege [presumably the University of Minnesota 
College of Medicine and Surgery] is one of the 
few examples” because he thought such schools 
exemplified recognition that medicine was one of 
the technical branches of learning which ought 
to be taught in an institution supported by the 
people at large.** This was a subject which Osler’s 
great colleague at the Johns Hopkins University, 
William Henry Welch (1850-1934), had devel- 
oped at considerable length in an address® given 
at Yale University in 1888, productive of na- 
tional attention in the field of medical education. 

Osler said that the destiny of any institution 
rests not in great buildings or much equipment, 
but on the men who work in the halls of such 
a place and the ideals which they possess.** This 
was, as Osler disclosed, a notion he had taken 
from Cardinal Newman. It was also essentially 
the same thought which Thomas Henry Huxley 
(1825-1895) had presented to the students and 


ttIt was not built because the Board of Regents in May, 1909, 
after passage of the act in question, abolished the College of 
Homeeopathic Medicine and Surgery. See reference ™ for details. 


°°The measure was House File No. 315, “A Bill for an Act to 
Amend Section 1479 of the Revised Laws of Minnesota and 
Creating, a College or Department of Homeopathic Medicine and 
Surgery,” and it was introduc by Dr. Henry R. Diessner 
(1853-1935), of Waconia. See reference.” 


Jury, 1948 


faculty of the Johns Hopkins University during a 
lecture at that institution in 1876.2"*t 

“Thoroughly equipped laboratories,” Osler said, 
“in charge of men, thoroughly equipped as teach- 
ers and investigators, is the most pressing want 
to-day in the medical schools of this country.” 

This probably was true in the United States 
in 1892 and for some years thereafter,t but it 
was, again, scarcely a new or even different no- 
tion. Shryock*®’ has shown that in the German 
university system the value of laboratory re- 
search and teaching had been recognized, even as 
early as 1825, to such a degree that the Germans 
in that year created “the first genuine laboratories 
in the modern sense of the term—excepting only 
the older ones devoted to anatomy.” 

Welch said that Liebig’s laboratory, opened in 
1825, was the one which exerted the greatest 
influence on the subsequent establishment and or- 
ganization “of public scientific laboratories in 
general”; that the first physiological laboratory 
was that of Purkinje, opened in 1824; and that 
the first pathology laboratory was that of Vir- 
chow, founded in 1856. The first laboratory of 
clinical medicine provided with its own building 
and sufficiently equipped for research apparently 
was the William Pepper Laboratory of Clinical 
Medicine in Philadelphia, opened in 1895.57) 

Even in American universities, however, there 
were laboratory facilities long before Osler’s 
hortatory remarks of 1892. Nor was it a physi- 





*The appearance of Huxley as lecturer at this university in 
1876 seems to have been greatly resented by the citizens of 
Baltimore, who had already feared that the new institution, so 
extensively devoted to the natural sciences, would be hostile to 
religion. The Baltimore American attacked Huxley as a champion 
of the theory vf evolution, than which “there is no more frightful 
heresy extant,”’ and when it was observed that his lecture was not 
preceded by a prayer, the fact was advanced as indication of the 
contempt of the new university for religion. See: French, 

A History of the University Founded by Johns Hopkins. Balti. 
more: Johns Hopkins Press, 1946, pp. 82-83. 


tIt is interesting to notice that in 1947 the president of the 
igans Hopkins University inveighed against the ideas of both 

uxley and Osler in this respect: “Opinions run in packs, 
and ‘new Private foundations are generally insisting that their 
policy is ‘no money for bricks and mortar.’ It seems so _plaus- 
ible to sav, ‘This money must go into productive work, not 
bricks and mortar. We want to see immediate results. We 
want to feel that our grant has created a new and useful 
piece of knowledge.’ No one seems to see that the scholar 
does his best work when he is sheltered from rain and frost. 
We all remember the work on pitchblende that the Curies did 
in their search for radium, but we forget the hardships they 
endured in winter as they worked in a cold shed with a leaky 
roof. Someone, somewhere must build laboratories and class- 
rooms, train young scholars, and hold to a steady course of 
support as promising men grow to maturity—or there will be 
no discoveries.” See: Bowman, Isaiah: The Johns Hopkins Uni- 
versity: Report of the President, 1946-1947. Baltimore, 1947, p. 29. 


+For instance, one of the reasons advanced by the St. Paul 
Medical Journal for the passing of the Hamline University 
Medical School in 1908 was that the institution was deficient in 
anatomy, physiology, chemistry, pathology and bacteriology lab- 
oratories. ‘These laboratories, the Hamline school, which was 
a private corporation with very little capital, could not main- 
tain as they should be maintained and with such a_handica LS 
could not make good.’ See: The Passing of the Hamline M 
School. St. Paul Medical Journal, 10:211-212, (Apr.) 1908. 
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cian, according to Professor Nevins,** who led 
the way for reform of medical education in Amer- 
ica. He identified Charles William Eliot (1834- 
1926), president of Harvard University, as the 
man who, against “an incredible weight of con- 
servative opposition,” in the early seventies not 
only insisted that the Harvard Medical School 
extend its schedule to three full years of eight or 
nine months each, but also demanded and secured 
the establishment of laboratory training in medi- 
cine and forced the medical faculty to give severe 
written examinations to the students.° 


Schlesinger®® wrote that between 1878 and 
1898 in the United States, private benefaction 
added $140,000,000 to the funds available for 
higher education, so that “Amply equipped for the 
first time with tools of research—laboratories, 
instruments of precision, libraries, museums, ob- 
servatories, hospitals—scholars and scientists in 
the United States were enabled to make a con- 
tribution to the world’s learning fully comparable 
to that of the first nations of Europe.” 


So far as the University of Minnesota is con- 
cerned, it is noteworthy to discover that seventeen 
years after Osler’s plea for laboratories and lab- 
oratory workers, W. J. Mayo declared that the 
prime need of the university was a clinical hos- 
pital.2”7 This declaration was made in the course 
of a short address in which he did not once men- 
tion laboratories. 


Half a century after Osler’s remarks at the 
University of Minnesota, the laboratory appar- 
ently had assumed such fearsome proportions that 
perhaps even the Regius professor of medicine at 
Oxford would have reconsidered the fervor of 
his adjuration of 1892: 


The teaching of medicine as conducted today in the 
average medical school has brought forth a crop of 
young physicians who seem to depend too much on 
laboratory procedures. Much of the bedside teaching 
in these schools has drifted into the dialectics of mechan- 
ised and biochemical data. The rapid strides ‘in bio- 
chemical studies, the extension of mechanical procedures 
in contrast to the good history and physical examina- 
tion, has [sic] crowded out clinical perception and dulled 
clinical judgment. 

We must reverse this tendency and insist on a good 
analysis of a history and a physical examination before 
any laboratory investigations are done.?¢ 





°This apparently was a_ prospect which evoked deep conster- 
nation, for the dean of the Harvard Medical School is said to have 
exclaimed in 1870 that it was impossible to give written examina- 
tions in the medical school because “‘a majority of the students 
cannot write well enough.” See reference.™ 
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In the address of 1892 is discernible a cony:.- 
tion—“Insensibly, in the fifth and sixth decades 
there begins to creep over most of us a change 
noted physically among other ways [by] the silve-- 
ing of the hair and that lessening of elasticity 
which impels a man to open rather than to vault a 
five-barred gate’’“*—which reached full expression 
thirteen years later in a farewell address Osler 
gave at the Johns Hopkins University on Febru- 
ary 22, 1905.*5** 


After the address, most of the physicians in the 
audience lingered to attend an informal reception 
in honor of Osler. Osler requested Dean Wul- 
ling to remain at his side, and asked him to repeat 
to him the names of some of the physicians whom 
Dean Millard presented to him. Dean Wulling 
recalled that on this occasion Osler seemed not to 
be as good a conversationalist as usual, but the 
Johns Hopkins professor responded cordially to 
each introduction, and at length remarked to Dean 
Wulling that he was glad to have made so many 
friends in Minnesota.® 


The reactions to Osler’s address were varied. 
A student in the College of Pharmacy who had 
just been graduated from a high school said it was 
the best speech he had ever heard; a student in 
the College of Dentistry thought Osler’s words 
were “over his head”; a student in the College 
of Medicine and Surgery declared that Osler’s 
remarks were addressed to minds inferior to those 
of medical students. President Northrop, a few 
days later, allowed that Osler’s address was “good, 
for a medical man.”* One Minneapolis news- 
paper said that Osler treated his subject in “an 
able and learned manner’”*?; another referred to 
the speech as “a masterly address.”** Cushing” 
many years later adjudged the address to be one 
of the most effective Osler ever made. 





**This was the famous piece which he called “The Fixed 
Period,” after Anthony Trollope’s novel, The Fixed Period. 
Osler’s address created an uproar in the public prints because 
it was charged that he had urged that all men more than sixty 
years old should be chloroformed. Actually, he did not, as study 
of “The Fixed Period” will show. In 1906, writing from the 
relative security of Oxford, Osler explained his misjudged re- 
marks of the previous year: “. . . to relieve a situation of 
singular sadness in parting from my dear colleagues of the Johns 
Hopkins University, I jokingly suggested for the relief of a 
senile professoriate an extension of Anthony Trollope’s plan 
mentioned in his novel, The Fixed Period. To one who had all 
his life been devoted to old men, it was not a little distressing to 
be placarded in a world-wide way as their sworn enemy, and to 
every man over sixty whose spirit I may have thus unwittingly 
bruised, I tender my heartfelt regrets. Let me add, however, that 
the discussion which followed my remarks has not changed, but 
has rather strengthened my belief that the real work of life is 
done before the fortieth year and that after the sixtieth year it 
would be best for the world and best for themselves if men rested 
from their labours.” See: Osler, William: Aeguinimitas, With 
other Addresses to Medical Students, Nurses and Practitioners of 
Medicine. Philadelphia: P. Blakiston’s Son and Co., 1920, ed. 2, 
Pp. viii. 
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Any critical analysis of Osler’s remarks on this 
occasion should be made in the light of the situa- 
tion in which he found himself on that evening. 
He was in the midst of strangers. He faced a 
divided audience: on the one side were the so- 
called regular faculty members; ranged against 
them were the numerically fewer homeopathic 
faculty members¢+ who nevertheless could rely 
upon powerful political support within the state. 
In other quarters of the university, the medical 
faculty and students were regarded as “barbar- 
ians” and the opening of the new medical build- 
ing was viewed with disfavor if not alarm.” 


Finally, the University of Minnesota itself was 
relatively new, with no great endowments or other 
forms of formidable resources, and as such was 
understandably sensitive to the opinions of a man 
associated with scholars as illustrious as those 
of the Johns Hopkins University. Considerations 
such as these must have passed through the mind 
of Osler as he faced the audience at the University 
of Minnesota on the October evening in 1892. 


The Saint Paul Address 


In Saint Paul, Osler was a guest of Dr. Albert 
E. Senkler (1842-1899), at the latter’s home at 
177 Virginia Avenue.*t On October 5, 1892, 
the evening of the day after the university ad- 
dress, Osler was entertained at the Minnesota 
Club, Fourth and Cedar Streets, by members of 
the Minnesota Academy of Medicine.*? A list of 
the physicians who attended the meeting, as pub- 
lished in a Saint Paul newspaper the next day, 
includes the names of some of the most prominent 
practitioners in the state; they came from such 
distant places as Brainerd, Saint Cloud, Winona, 
Albert Lea, Northfield and Faribault, as well as 
Minneapolis and Saint Paul.5? After the dinner, 
the guests adjourned to the House of Representa- 
tives in the State Capitol at Tenth and Wabasha 
Streets. There Osler spoke on “License to 
Practice.”** His remarks were by no means new, 
for he had delivered much the same address in 


ttIn the first year of medical instruction in the University of 
Minnesota all students—so-called regular, homeopathic and dental 
—attended the same courses, in which only anatomy, physiology 


and chemistry were taught. At the end of this first year, the | 


medical student could decide whether he wished to continue in the 
College of Medicine and Surgery or to enter the College of 
Homeeopathic Medicine and Surgery. The three-year course was 
said to have been “modeled after that pursued at the Harvard 
Medical School.’ See: The Medical Department of the State 
University. Northwestern Lancet, 8:137, (May 15) 1888. 


tGreene in 1920 recalled Dr. Senkler as “that gifted, modest, 
all-around man, Dr, A. E. Senkler, the simplicity and clarity of 
whose lectures was [sic] the direct reflection of his analytic, 
orderly, and systematic modes of thought.” See reference. 


Jury, 1948 


1889 before the Medical and Chirurgical Faculty 
of the State of Maryland, and by the time he 
spoke in Saint Paul his address had already been 
printed in at least four different publications three 
years earlier.**** The text of the Saint Paul ad- 
dress** does not conform verbatim to the text of 
the previous versions, for it is greatly condensed, 
but in a large part the substance is essentially 
identical. 


He began by saying that it was a pleasure to 
elaborate this subject to physicians of Minnesota** 
—“a state which stands foremost in the attempt to 
regulate the practice of medicine.” He had praised 
Minnesota in the same respect three years ear- 
lier.°°*? Next, however, he deplored the fact that 
the United States was the only country in the 
world in which the doctorate carried with it the 
right to practice medicine.** Germany, he said, 
required the most rigid examination of all before 
a physician was admitted to practice; the German 
examination was, he thought, the “most thorough 
and systematic examination in medicine in the 
world.”’** In Great Britain the degrees of the 
Royal College of Physicians—which is not a 
teaching institution—as well as the degrees of 
certain older universities, constituted licenses to 
practice. Canada, Osler declared, had the best 
plan of all. Each province was divided into dis- 
tricts; in each district forty physicians were 
elected by their fellow practitioners, and con- 
stituted a board of control over medical matters. 
The board in turn appointed an examining body, 
before which must come all physicians who wished 
to practice medicine in the particular district. “I 
trust that the State of Minnesota,” Osler con- 
cluded, “which has progressed so far in the 
restriction of medical education, will, with other 
states, go still farther and adopt the Canadian 
plan’”**—the same plan he had praised in a pre- 
vious address on the same subject in 1889.34? 


Why should Osler have chosen the subject of 
medical licensure at this time, and why did he 
twice commend Minnesota for the progress it 
had made in medical licensure? The answers to 
these questions may be found ina paper published 
in 1921 by Beard,’' who revealed that he was a 
member of the legislative committee which drafted 
the Minnesota medical licensure act of 1887.° 
This act, Beard said, created “an independent 
Board of Medical Examiners under the first law 
of its type, known as the examination law, enacted 
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in the United States. It discarded the diploma 
as an evidence of medical education. It required 
an examination of every applicant for license to 
practice medicine in Minnesota.”** This was the 
law to which Osler alluded in his Saint Paul 
address** in 1892, and since it was said to be the 
first law of its kind enacted in the United States, 
it is not difficult to see why he should have dis- 
played some enthusiasm over it. 


Yet this licensing law of 1887, like most works 
of value, did not spring spontaneously from the 
Legislature of 1887. It had two largely unsatis- 
factory predecessors which must be understood 
before the act in question can be fully appreciated. 


The history of medical licensure in Minnesota 
has not been written. Rush’s thesis®® of 1931 
would appear to deal with the problem, for he an- 
nounced that he proposed to “give something of 
the historical background [of medical licensure in 
Minnesota] where that seems to be necessary.” 
Actually, however, Rush almost wholly ignored 
historical development when he investigated the 
licensing of practitioners of the healing arts in 
Minnesota. 


It is of some moment to observe that even in 
territorial days, Minnesota contrived obliquely 
to regulate the practice of medicine to a slight 
degree. Chapter 19 of the revised statutes of 
1851*+ empowered county medical societies to 
examine medical students who were at least 
twenty-one years old, had “a good English educa- 
tion,” had studied medicine for at least three 
years “with some respectable practitioner,” and 
had a “good moral character.’**++ The standard 
fee for such an examination was $10, which en- 
titled the successful candidate to a diploma indica- 
tive of a membership within the society, signed by 





*Passage of this territorial statute concerning county medical 
societies would appear to strengthen, but not confirm, Armstrong’s 
contention that a ‘Minnesota Medical Society” was organized in 
the Territory of Minnesota on July 23, 1853. The records of this 
territorial medical society, . # indeed it existed, have not been 
found. See: Armstrong, History of Medicine in Ramsey 
County. Minnesota Madhicines Petts (Apr.) 1939. 


+This statute subsequently became sections 1 through 14 of 
chapter 17 of the public laws of the State of Minnesota, 1858, 
which chapter was entitled “Corporations, Their Formation and 
Regulation.” See: The Public Statutes of the State of Minnesota. 
(1849-1858.) Compiled by Moses Sherburne and William Hol- 
linshead, Esqrs., Commissioners. Saint Paul: Pioneer Printing Co., 
1859, pp. 277-279. 


ttSection 5 of chapter 108 of the same statutes specifically 
mentioned physicians in another aspect of medical regulation: 
“If any physician or other person, while in a state of intoxication, 
shall prescribe any poison, drug or medicine, to another person, 
he shall be punished by imprisonment in the county jail not more 
than one year, or by fine not exceeding five hundred dollars.” 
See: The Revised Statutes of the Territory of Minnesota, Passed 
at the Second Session of the Legislative Assembly, Commencing 
January 1, 1851. Saint Paul: James M. Goodhue, Territorial 
Printer, 1851, p. 521. 
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the president of the society. An additional fee not 
to exceed $3 could be charged by the society “for 
the purpose of procuring a medical library, ana- 
tomical cabinet, chemical apparatus, or for the 
encouragement of useful discoveries in the science 
of medicine.”** It is to be noticed that this statute 
did not, however, pertain to licensure. A man 
was free to practice medicine in the territory, with 
or without the degree of doctor of medicine. In 
many respects, this statute of 1851 is not greatly 
different from one of 1781 in Massachusetts, 
which incorporated the Massachusetts Medical 
Society and provided for the examination of can- 
didates for membership in that organization.” 


The first state law which regulated the practice 
of medicine in Minnesota is found in chapter 41 
of the general laws enacted by the Legislature of 
1869.8 This law, approved by Governor William 
R. Marshall (1825-1896) on March 9, 1869, like- 
wise did not require the candidate for licensure 
to possess the degree of doctor of medicine. He 
could (1) have attended two full courses of med- 
ical instruction and been graduated from some 
school of medicine in either the United States or 
a foreign land, or (2) present a certificate of 
qualification from some state, district or county 
medical society. There was no examination of any 
kind. The candidate was obliged only to present 
his diploma or his certificate to the clerk of the 
district court of the district in which he practiced, 
by October 1, 1869. If he could not produce either 
document, he could not practice medicine in Min- 
nesota. Violation of the statute was punishable 
by a fine of not less than $50 and not more than 
$100. A second violation could be punished by 
the fine plus incarceration for thirty days in the 
county jail in the county concerned.*° 


The statute was repealed by chapter 47 of the 
general laws of Minnesota passed by the Legisla- 
ture of 1870, signed by Governor Marshall on 
February 24, 1870.7 The law of 1869 is of some 
interest in that, according to sections 1 and 3, the 
State of Minnesota took official cognizance of cer- 
tification of a candidate’s qualifications by a med- 
ical society. Such a feature was by no means new, 
however, for in 1819 the State of Massachusetts 
by legislative act had authorized the Massachusetts 
Medical Society to appoint medical examiners in 


‘each county and to license those candidates who 


passed the examinations ; each person licensed was 
to file his license in the office of the clerk of the 
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town in which the man proposed to practice.” 
This brings to mind a rather formidable power 
enjoyed by the old Minnesota State Homceopathic 
Institute: that of conferring the degree of doc- 
tor of medicine on any member considered by the 
censors worthy of the honor. Dr. H. A. L. Von 
Wedelstaedt (1817-1900), of Saint Paul, received 
such a degree in 1867.1*17 


Between 1870 and 1883 there was no regula- 
tion of the practice of medicine by the State of 
Minnesota. Chapter 125 of the general laws of 
Minnesota of 1883 is the so-called diploma law,‘ 
signed by Governor Lucius F. Hubbard (1836- 
1913) on March 5, 1883. The essential features 
of this law, according to Millard,** who Greene™* 
said was responsible for the introduction and 
passage of the bill to create the act, were copied 
from the Illinois licensing law?**®** which be- 
came operative on July 1, 1877.** Section 2 of 
this statute required the University of Minnesota 
Department of Medicine to organize itself as a 
board of medical examiners. If a man had a valid 
diploma demonstrating that he was a doctor of 
medicine, he was licensed at once; if he had no 
diploma,t}+ he was to be examined before the 
board. Each man licensed by the presentation of a 
diploma paid a fee of $1; each man licensed by 
examination paid a fee of $5. The person licensed 
was given a certificate from the board which he 
recorded in the clerk’s office of the county in 
which he resided.* 


The penalty for neglect or refusal to comply 
with this act was a fine of not less than $50 and 
not more than $500, or incarceration in the county 
jail for not less than thirty days or not more than 
365 days, or both the fine and the imprisonment. 
Any physician who had been practicing medicine 
in Minnesota for five years at the time the bill 
became law was exempted from its provisions.‘ 


**Comparison of the text of the Minnesota law of 1883 with the 
Illinois law of 1877 shows that in some sections the text is 
identical. Millard himself wrote (reference *) that the Minnesota 
law of 1883 was “a verbatim copy of the present Illinois Act, 
except that the exemption clause was five years instead of ten, 
which is the period of exemption of the Illinois Act.’’ /The two 
acts also differed in the ?. of the licensing bodies and in 
penalties for violation of the law. 


ttThe University of Minnesota pegrenens of Medicine, apart 
from its powers as the state board of medical examiners as con- 
ferred by the law of 1883, could grant the degree of doctor of 
medicine to such sons as were able to qualify for the degree. 
The old en is College of Physicians and Surgeons, which 
qpened in October, 1883, for the first five years of its existence 
did not grant ve § degree of doctor of medicine to any of its 
graduates; instead, it sent them to the University of Minnesota 

graduation. Hence, graduates of the Minneapolis College of 
Physicians and Surgeons during that period received the doctorate 
in medicine from the University of Minnesota. See: Moore, J. T. 
The College of Physicians and Surgeons. Journal of the Min- 
nesota State sy ‘apenas and Northwestern Lancet, 
29:45-46, (Jan. 15) 1909 


Jury, 1948 


The constitutionality of this law was argued 
before the Minnesota State Supreme Court°® 
in 1884 and 1885,1*°5-®° but the law was upheld 
by the court in all particulars.* 

It is seen, then, that the present University of 
Minnesota Medical School, actually created by the 
Board of Regents on January 5, 1883,7 came into 
existence to function solely as a state board of 





°°Briefs in the cases in question are on file in the Minnesota 
State Library in the Capitol in Saint Paul. 


*In the first instance, Dr. David F. Powell of La Crosse, Wis- 
consin, presented his diploma from the Louisville Medical College 
dated February 28, 1873. The Minnesota State Board of Medical 
Examiners found that the diploma was genuine, but that Dr. 
Powell, by advertising himself in newspapers and circulars as a 
medicine man of the Winnebago Indians, adopted by them and 
styling himself ‘‘White Beaver,’’ and claiming that he had a 
remedy which would cure cholera morbus if taken internally and 
rheumatism if applied externally, had been guilty of unprofes- 
sional and dishonorable conduct. The board therefore refused to 
issue a license to Dr. Powell. Dr. Powell thereupon obtained an 
alternative writ of mandamus from the Ramsey County District 
Court which would have required the Minnesota State Board of 
Medical Examiners to issue a license to him. The Minnesota 
Supreme Court on July 19, 1884, handed down the decision that 

(1) Dr. Powell had the right to be heard on the subject of the 
investigation of his conduct by the board, (2) the word “un- 
professional’ in section 9 of the Act of 1883 was used convertibly 
with “dishonorable,” and had a like meaning, (3) the act itself 
was not unconstitutional, and (4) Dr. Powel "was not entitled to 
remedy by mandamus to secure review of the correctness, or the 
reversal, of the determination of the board. See reference.™ 


In the second instance, the challenge of the act by the plaintiff, 
Dr. Edward D. Chapman, was — on curious reasoning. He 
had been licensed by the Minnesota State Board of Medical 
Examiners, but in June of 1885 the board had served written 
notice upon him of unprofessional and dishonorable conduct, and 
had notified him to appear before the board to show why his 
license should not be revoked. Dr. Chapman obtained a writ of 
prohibition against the board, and asked to have it made perma- 
nent. He argued that the license to practice medicine, once 
granted, was private property, and that revocation of such a 
license was exercise of judicial power, which he alleged could 
not be vested in any executive or administrative board or even 
in the Legislature itself, but only in the courts. Hence, he said, 
to assume to vest this power in a state board was to deprive 
persons of private property without due process of law, and 
violated the Constitution of Minnesota. The Minnesota Supreme 
Court on December 24, 1885, held that the revocation of a 
license to practice medicine in Minnesota by the Minnesota State 
Board of Medical Examiners was not an exercise of judicial 
power, and that, hence, the power of revocation of such a license 
could, constitutionally, be vested in the board in question. See 
reference. 


In the third instance, Dr. E. C. Feller had applied for a writ 
of prohibition to restrain the Minnesota State Board of Medical 
Examiners from further action in proceedings instituted to revoke, 
on the ground of alleged unprofessional cal abacus conduct, 
a certificate issued to Dr. Feller enabling him to practice medicine 
in Minnesota. Dr. Feller had held that his conduct was a breach 
of professional ethics only, and was not unprofessional or dis- 
honorable. The medical examiners had held that Dr. Feller, in 
claiming to be able to cure all chronic nervous diseases and 
diseases of the blood and skin of both sexes, all diseases of the 
. es and ears without the use of injurious drugs or hindrance of 

¢ patient from business, all old, lingering constitutional diseases, 
a" his use of terms such as cured for life, had published false 
statements which he knew to be false. The medical examiners 
held that Dr. Feller had published such statements “with intent 
to deceive and impose on the public. If true, this is unprofes- 
sional and dishonorable conduct of the grossest kind.” Dr. Feller 
also charged that the board of medical examiners had exceeded its 
authority because it had cited him to show cause not only why 
his certificate should not be revoked, but also why he should not 
be debarred forever from the practice of medicine in Minnesota. 
The Minnesota Supreme Court, however, quashed Dr. Feller’s 
application for a writ of prohibition, remarking that if Dr. Feller’s 
certificate were revoked by the board, the legal effect would be 
forever to debar him from the practice of medicine in Minnesota, 
unless the statute itself were revoked or unless a new certificate 
were issued to him. See reference. 


tThe Board of Regents, in creating the Department of — 
cine, are said to have adopted the plan submitted to the Boar 
on June 29, by Dr. William Watts Folwell (1833- bay 
then president of the University of Minnesota; Dr. William H. 
Leonard (1825-1907), a pioneer homeopathic physician of Min- 
neapolis; and Dr. Charles N. Hewitt (1835- et). of Red Wing, 
founder of the Minnesota State Board -. ealth and Vital 
Statistics in 1872. See: Folwell. W. W.: History af Min- 
nesota. Saint Paul: Minnesota Historical sitietr 1936. vol. 4, 
pp. 422-423. 
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medical examiners, for the school as then or- 
ganized offered no courses. Beard®’®** wrote 
that the legal origin of the University of Minne- 
sota Medical School was “the state constitution of 
1853,” but this is palpably an error, for Minne- 
sota was not a state in 1853, and had no state 
constitution prior to 1857, as the monograph by 
Anderson and Lobb® plainly shows. Rather, the 
University of Minnesota Department of Medicine 
was specifically provided for in section 10 of 
chapter 3 of the territorial laws of 18517; this was 
affirmed in section 10 of the revised territorial 
laws of 1851°** and in section 2 of chapter 1 of the 
general laws of Minnesota of 1868,° as well as in 
section 2 of chapter 125 of the general laws of 
Minnesota of 1883.7 7* 

But it was the licensure law of 1887° which 
drew Osler’s attention and commendation. As 
chairman of a committee appointed to study 
medical licensure in the United States, Millard*° 
in 1889 told members of the American Medical 
Association that he himself had drafted the bill 
to create the act of 1887, on the basis of some five 
years’ experience as executive officer of the old 
board brought into existence by the previous act 
of 1883.** The act of 1887, in which Beard™ 
also seems to have had a hand,j7 was signed by 
Governor Alexander R. McGill (1840-1905) on 
February 28, 1887.°?%4* The law provided for a 





ttBut the Department of Medicine was not mentioned in 
chapter 80 of the general laws of Minnesota of 1860, which 
chapter provided for the government and regulation of the 
University of Minnesota. Section 10 of this law merely provided 
that “The University shall consist of such departments as the 
Board of Regents shall determine, subject to the provisions of 
this Act, and the same may be altered or changed as they may 
rescribe.” See: An Act providing for the vernment and 
egulation of the University of Minnesota. In: General Laws of 
the State of Minnesota, Passed and Approved during the Second 
Session of the State Legislature, commencing December seventh, 
One Thousand Eight Hundred and Fifty-Nine, and Terminating 
March Twelfth, One Thousand Eight Hundred and Sizty. 
Faribault: Orville Brown, State Printer, 1860, pp. 264-268. 





**In 1887 Millard was first vice president of the American 
Medical Association. Speaking before the Section on State 
Medicine of the association in that year, he remarked: “We 
have not an ideal Medical Practice Act in any State in the 
Union. The nearest approach thereto is the new Act of Min- 
nesota. By the provision of this Act, every person commencing 
the geaatice of medicine must pass an examination and furnish 
satisfactory evidence of having taken three full courses of lectures 
of not less than six months’ duration each.” See: Millard, P. H.: 
The Propriety and Necessity of State Regulation of Medical 
Practice. Journal of the American Medical Association, 9:491-493, 
(Oct. 15) 1887. 


ttActually, the bill to create the law of 1887 seems to have 
been framed by a joint committee of physicians of both the 
homeopathic and so-called regular persuasions. Dr. Chester Goss 
Higbee (1835-1908), a homeopathic practitioner, writing in the 
old Medical Argus of Minneapolis in 1893, declared that he 
“was a member of the joint committee of the two dominent [sic] 
schools of medicine, that framed the bill” of 1887. Dr. Higbee 
complained bitterly that someone had substituted an “and” for 
an “or” after the bill had been agreed upon by this joint com- 
mittee, and he charged that what would have been simply a law 
permitting licensure by diploma had, by the substituted con- 
junction, been converted covertly into a law which required 
ae ay from a reputable medical college and also examination 
4 the hoard of medical examiners. See: Higbee, C. G.: Th 

al 


edic 
1893, 
784 


Gas e 
Law of Minnesota. Medical Argus, 3:137-138, (Mar.) 


board of nine medical examiners, each of whom 
was to serve for three years, with the exception 
of those nine persons who constituted the original 
membership of the board. Of the latter, three 
were to serve for one year, three were to serve 
for two years, and three were to serve for three 
years, from the date of appointment by the gov- 
ernor. No member could serve for more than 
two terms; no member could be a member of 
any college or university which had a medical 
department.’ The latter provision thus effectively 
prevented any member of the old board of medical 
examiners, created by the act of 1883 and still 
in existence up to the time of application of the 
act of 1887, from being appointed to the new 
board.°° 

The first section of the law of 1887 required 
that two members of the board be homeopathic 
physicians,* but nothing whatever was said as to 
the qualifications of the other seven members; it 
was not even necessary legally, that they be physi- 
cians—an objection promptly pointed out by the 
Journal of the American Medical Association.” 
“The Governor . . . has taken the clause provid- 
ing that two of the board shall be homeopaths 
to mean that there shall be just two homeopaths 
appointed and no more, and has followed that in- 
terpretation in these appointments,” the North- 
western Lancet*® observed. 

The law of 1887 required anyone who wished 
to practice medicine or surgery in Minnesota to 
apply to the board of medical examiners for a 
license.® The candidate had (1) to undergo ex- 
amination in a number of branches of medicine 
and the basic sciences} and (2) to present evi- 
dence of his or her attendance at three courses 
of lectures of at least six months each. A license 
to practice medicine could be granted only by con- 
sent of no fewer than seven of the nine examiners. 
A license could be revoked for “unprofessional, 
dishonorable or immoral conduct.” Once granted, 
the license had to be filed with the clerk of court 
of the county in which the applicant proposed to 





°°Members of the old Minnesota State Board of Medical 
Examiners created in 1883 met for the last time in the State 
Capitol in Saint Paul on July 5, 1887; members of the new 
Minnesota State Board of Medical Examiners created by the 
act of 1887 met for the first time in the same place at the same 
time. See: Northwestern Lancet, 6:375-376, (July 1) 1887. 


*Governor McGill appointed, in fulfillment of this particular 
clause, Dr. Henry C. ard (1849-1925) of Fergus Falls, and 
Dr. Frederick C. Bowman (1849-1938) of Duluth. 


tIn anatomy, physiology, chemistry, histology, materia medica, 
therapeutics, preventive medicine, practice of medicine, surgery, 
obstetrics, diseases of women and children, diseases of the nervous 
system, diseases of the eyes and ears, medical jurisprudence ‘‘and 
such other branches as the board shall deem advisable.” 
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practice. Once a year each clerk of court had to 
send a list of all certificates on file in his office 
to the secretary of the Minnesota State Board of 
Medical Examiners, and the record kept by each 
clerk of court had to agree with the record for 
that county maintained by the secretary of the 
state board. 


Physicians commissioned in the army or navy, 
physicians called to Minnesota for consultation 
from other states, and medical students practicing 
medicine under the direct guidance of a preceptor 
were exempt from the provisions of the act. 
Those physicians who had been licensed under the 
act of 1883 were automatically licensed by the 
act of 1887,° which repealed the law of 1883.* 

Anyone who practiced medicine or surgery in 
Minnesota without a license from the new board, 
or who practiced contrary to the provisions of 
the act of 1887, was to be considered guilty of a 
misdemeanor and, if convicted thereof, could be 
fined not less than $50 nor more than $100, or 
could be imprisoned in the county jail for not less 
than ten days nor more than ninety days.5 Both 
fine and imprisonment could be imposed on an 
offender. Justices of the peace and the respective 
municipal courts had jurisdiction over violations 
of the act; the respective county attorneys were 
to prosecute offenders. 

Osler in his more extended remarks of 
1889°°-** had recognized that the power to regulate 
the practice of medicine rests with the state. But 
he had not approved of the practice whereby the 
governor of a state or the medical societies thereof 
appointed the medical examiners: “Theoretically, 
there can be no question (particularly in demo- 
cratic communities) that a State board should be 
elective, not appointed by the Governor or the so- 
cieties,””*° 


What Osler wanted must be set forth in 
terms of the three different ways in which a physi- 
cian might be licensed : (1) by the simple presenta- 
tion of a diploma, (2) by examination of the can- 
didate before a board of medical examiners ap- 
pointed by the governor of a state or by the med- 
ical societies thereof, and (3) by examination 
of the candidate before a board of medical ex- 
aminers elected by physicians themselves. 

In 1889 Osler had abhorred the first scheme 
and had not been enthusiastic about the second 
one, but the third had won his untempered 
favor.*° In 1892, three years later, his views were 
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essentially the same,** yet it is patent that it is 
licensure by a state board appointed by the gov- 
ernor which prevails today, and not licensure by 
boards elected by physicians. 


Osler’s plan for licensure would have removed 
the regulation of medical practice further away 
from the sphere of the state government, and 
therefore from governmental jurisdiction, for his 
ideal “medical parliament” would not be concerned 
merely with licensure. It would, first, regulate 
“the minimum standard of education required in 
entering the profession.’”’*° Second, it would ex- 
amine and license candidates for the practice of 
medicine. Third, it would carry out prosecution 
of irregular and unlicensed physicians and “ex- 
ercise such additional powers as might, in the 
opinion of the framers of the bill, be thought 
justifiable.”” All these powers would reside in the 
elective “medical parliament” which Osler ad- 
vocated. 


Actually, however, Osler’s “medical parliament” 
would possess what might be called plenary pow- 
ers, for it would “take cognizance of all matters 
related to medical education, and, perhaps, al- 
though of this I am not so sure, of questions of 
public health within the State.”*° Such a concept 
seems rather distant from the theory of demo- 
cratic control which Osler had advanced at the 
outset, for in its widest implications it would com- 
bine legislative, judicial and executive functions, 
to the exclusion of those representatives of the 
people who are elected by the ballots of all citizens. 

The Journal of the American Medical Associa- 
tion, commenting on Osler’s views in 1889, was 
quick to perceive the superiorities of a system in 
which the laws of the state itself would guide the 
actions of the state board of medical examiners, 
regardless of whether the examiners were ap- 
pointed by the governor or elected by physicians 
legally authorized to practice.” 


This journal, moreover, elaborated two points 
which it believed Osler had not considered suf- 
ficiently: (1) that any state board of medical ex- 
aminers, however constituted, would fail unless 
the law of the state explicitly\defined the minimal 
standard of general education necessary for en- 
trance upon the study of medicine and also de- 
fined the minimal standard of medical require- 
ments necessary for practice, and (2) that the 
powers of ary state board of medical examiners 
should be purely executive and not legislative. 
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The Saint Paul address of 1892** is much 
shorter than that of 1889*°; it occupies but a single 
page in the Northwestern Lancet. But the central 
theme of a “medical parliament” appears once 
again, and strongly. “The election of a medical 
parliament by the medical profession to control 
medical affairs is alike to the interest of the prac- 
tioner and the public.”** He hoped Minnesota 
would create such a parliament as the state medi- 
cal licensing body.** 

Another thought advanced by. Osler in his ad- 
dress of 1889*° also drew the fire of the Journal 
of the American Medical Association.*» Osler had 
proposed that all physicians, whatever their per- 
suasion or training, be subjected to the same ex- 
amination for licensure, with the single exception 
of the section devoted to therapeutics. In thera- 
peutics, he thought, an eclectic physician might 
be examined in eclectic therapeutics; a regular 
physician might be examined in regular therapeu- 
tics; a homeopathic physician might be examined 
in homeopathic therapeutics. 


This was untenable to the Journal of the Amer- 
ican Medical Association: “On the contrary, 
every applicant should be examined and be re- 
quired to furnish evidence of having a fair knowl- 
edge of all systems. No student of regular medi- 
cine should be licensed to practice unless he also 
understands clearly the distinctive facts and prin- 
ciples of homeopathy, eclecticism, and every other 
ism that he is to come in contact with among the 
people. And no student of any one of these pathys 
or isms should receive a license to practice unless 
he is also possessed of a good knowledge of the 
regular therapeutics as practiced by more than 
nine-tenths of the medical men of Europe and 
America.” 


In his Saint Paul address of 1892, however, 
Osler repeated his contention: “. . . after all, the 
homeeopaths only differ from the regulars in 
therapeutics. . . . And I do not differ more from 
my erring homeeopathic brethren in the matter 
of therapeutics than I do from many of my reg- 
ular brethren who write shot-gun prescriptions a 
yard long and fire them indiscriminately at their 
suffering patients.”** He was quite willing that 
all candidates for licensure be subjected to the 
same examination in anatomy, physiology, sur- 
gery, obstetrics, pathology and practice, for “there 
is no homeeopathic anatomy or physiology; no 
homeeopathic surgery; no homeeopathic midwif- 
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ery ; no homeeopathic pathology ; no homeceopathic 
practice ; there is only therapeutics of special dif- 
ference.”’** 

Osler’s rather bizarre conception of the exam- 
ining board for licensure in medicine never was 
accepted in the United States. By 1895—three 
years after he had spoken in Saint Paul—tweniy- 
one states had the examination system for licen- 
sure, with the authority of the state government 
buttressing the examiners.®> Fourteen other states 
would allow only graduates of accredited medical 
colleges to practice medicine. The “medical par- 
liament” was nowhere in existence, nor, as Osler 
conceived it, does it exist in this country today. 
In medical licensure the authority of the state is 
supreme. 

Yet Osler’s preoccupation with medical licen- 
sure half a century ago should not obscure his 
real objective, which was of the utmost virtue 
and which has been largely attained today. For 
licehsure in itself he probably cared very little. 
What vitally interested him was the improvement 
of medicine itself. If a physician could be li- 
censed to practice medicine merely by the presen- 
tation of his diploma, then the medical college 
which had graduated him was, in effect, the licens- 
ing agent. Such a medical college might be a 
first-rate institution or a school of indifferent 
standards or even fraudulent conduct. A Phila- 
delphia newspaper editor in 1880 encountered no 
difficulty whatever in purchasing two degrees of 
doctor of medicine, two doctorates in law, one de- 
gree of master of electrotherapeutics and one de- 
gree of doctor of sacred theology, from among six 
institutions duly incorporated by the state.®® 

If, on the other hand, the physician were re- 
quired to undergo examination by the state, with- 
out regard to the institution from which he had 
received his diploma, then each school of medicine 
would be forced to offer instruction of such integ- 
rity that its graduates could reasonably expect 
to satisfy by examination any requirements a state 
licensing board might exact of them. Poor schools 
inevitably would decline; the quality of the train- 
ing of the physician would improve; medicine 
itself would benefit immeasurably. This was 
Osler’s primary concern. No one today can deny 
that it was eminently sound. 


References 


1. An Act to appropriate money for the expenses of the State 
government and for other purposes. In: General Laws of the 
State of Minnesota, passed during the Thirty-Sixth Session 
of the State Legislature, commencing January Eight, One 


MINNESOTA MEDICINE 





18. 


19. 


20. 


21. 


22. 
23. 
24. 
25. 
26. 


27. 


Ju 





ay. 


State 
f the 
>ssion 

One 


CINE 








18. 


19. 


20. 


21. 


22. 
23. 
24. 
25. 
26. 


& 
“ 


Ju 


. Beard, R. O 


. Beard, 


. Garnett, A. Y. P 


OSLER IN MINNESOTA—ECKMAN 


Thousand Nine Hundred and Nine. Minneapolis: Harrison 
and Smith Company, Printers, 1909. Pp._ 430-452. 

An act to incorporate the University of Minnesota, at the 
Falls of St. Anthony. In: Session Laws of the Territory of 
Minnesota, passed by the Legislative Assembly at the session 
commencing Wednesday, January 1, 1851. Saint Paul: printed 
by James M. Goodhue, 1851, Pp. 9-12. 


. An Act to protect the people of Minnesota from empiricism 


and imposition in the practice of medicine and surgery. 
In: General Laws of Minnesota, passed during the Eleventh 
Session of the State Legislature, commencing January Fifth, 
One Thousand ong t 
nating March Fifth, One Thousand Eight Hundred and 
Sixty-nine, Saint Paul: Press Printing Company, 1869. Pp. 
52-53 


. An Act to regulate the practice of medicine in the State 


of Minnesota. In: General Laws of the State of Minnesota, 
passed during the Twenty-third Session of the State Legisla- 
ture, commencing January Second, One Thousand ight 
Hundred and Eighty-three, and terminating March Second, 
One Thousand Eight Hundred and Eighty-three. Saint Paul: 
J. W. Cunningham, State Printer, 1883. Pp. 167-169. 


. An Act to regulate the practice of medicine in the State of 


Minnesota, and to license physicians and surgeons and_ to 
punish persons violating the provisions of this Act. In: 
General Laws of the State of Minnesota, passed during the 
Twenty-Fifth Session of the State Legislature, commencing 
January Fourth, One Thousand Eight Hundred and Eighty- 
Seven, and terminating March Fourth, One Thousand Eight 
Hundred and Ejighty-Seven. Minneapolis: Harrison and 
Smith, 1887. Pp. 46-49. 

An Act to re-organize and provide for the government and 
regulation of the University of Minnesota, and to establish 
an Agricultural College therein. In: General Laws of the 
State of Minnesota, passed during the Tenth Session of the 
State Legislature, commencing h, C 
sand Eight Hundred and Sixty-Eight, and terminating March 
Sixth, One Thousand Eight Hundred and Sixty-eight. Saint 
Paul: Press Printing Co., 1868. Pp. 1-6. 

An Act to repeal Chapter Forty-one, of the General Laws 
of One Thousand Eight Hundred and Sixty-nine, relating 
to the practice of medicine and surgery. In: General Laws 
of the State of Minnesota, passed during the Twelfth Ses- 
sion of the State Legislature, commencing January Fourth, 
One Thousand Eight Hundred and Seventy, and terminating 
March Fourth, One Thousand Eight Hundred and Seventy. 
Saint Paul: Press Printing Company, 1870. Pp. 106-107. 
Anderson, William, and , A. J.: A History of_ the 
Constitution of Minnesota with the first verified text. Min- 
neapolis: University of Minnesota, (Mar.) 1921. Pp. 323. 
The college of medicine and surgery. In: 
Forty Years of the University of Minnesota. (Edited by 
E. Bird Johnson, ’88.) Minneapolis: the General Alumni 
Association, 1910. Pp. 153-165. 


. Beard, R. O.: The history of medical education in the State 


of Minnesota. J. Minnesota M. A. and the 
Lancet, 29:24-42, (Jan. 15) 1909. \ 
R. O.: The past of the medical school of the Uni- 
versity of Minnesota. Journal-Lancet, 41:155-163, (Mar. 15) 
1921. 


Northwest. 


. Cushing, H. W.: The Life of Sir William Osler. Oxford: 


Clarendon Press, 1925. Vol. 1, pp. 366-368. <a 
Dunglison, R. J., and Marcy, O.: State medicine. Re- 
port of laws regulating the practice of medicine in the 
United States and Canada. .A.M.A., 4:21-24, (Jan. 3) 


1885. 
. Eckman, James: Homeopathic and eclectic medicine in Min- 


nesota. 


Minnesota Med., 24:474-479, (June); 567-572, (July) 
1941, 


. Eckman, James: Homeopathic and eclectic medicine in Min- 


nesota. Minnesota Med., 24:667-674, (Aug.) 1941. 

.: The president’s address. The miss‘on of 
the American Medical Association. J. A. M. A., 10:573-579, 
(May 12) 1888. 

Grassick, James: North Dakota Medicine. Sketches and 
abstracts. Grand Forks: North Dakota Medical Association, 
1926. P. 313. 

Greene, C. L.: A retrospect and an appreciation of the 
medical profession of the Northwest. Journal-Lancet, 40:- 
298-300, (June 1) 1920. 

Greenwood, Major: The Medical Dictator and Other Bio- 
gee a. London: Williams and Norgate Ltd., 1936. 
m. 145-179. 

Homoeopathic Medical Society of the State of Minnesota. 
Historical. i 
pathic Institute. Minneapolis: A. C. Bausman, Printer and 
Binder, 1882. Pp. 1-3 

Huxley, T. H.: American Addresses, with a Lecture on the 
Saty of Biology. London: Macmillan and Co., 1877. Pp. 121- 


Illinois Medical Act. 
278-280, (Oct. 6) 1877. 
Johnson, E. Bird, editor: Forty Years of the University of 
ee Minneapolis: the General Alumni Association, 
1910, P. 84. 

Laboratory abuse. Minnesota Med., 30:777, (July) 1947. 
csaeaee to practice, The. J.A.M.A., 12:740-741, (May 25) 

89. 


Medical and Surgical Reporter, 37: 


Marcy, H. O.: Medical legislation—the annual address be- 
fore the Association of American Medical Editors. J.A.M.A., 
4:486-491, (May 2) 1885. 

Mayo, W. J.: The clinical needs of the medical college. 
ia M. A. and Northwest. Lancet, 29:50-51, (Jan. 15) 


LY, 1948 


undred and Sixty-nine, and termi. 


anuary Seventh, One Thou-- 


In: Transactions of the Minnesota State Homoeo- ' 


28. 


29. 
30. 


31. 
32. 
34. 
35. 
37. 


38, 


39. 
40. 


41 
42, 


. 


43. 


44, 


45. 


46. 


64. 


65. 


. Schmeckebier, 


. Shryock, R. 


. Welch, W. H.: 


Medical Law. A bill to regulate the practice of medicine 
in the State of Minnesota, to license physicians and sur- 
geons and to punish persons violating the provision of this 
act. Northwest. Lancet, 6:201-203, (Mar. 1) 1887. 
Medical Law. J.A.M.A., 8:322-323, (Mar. 19) 1887. 
Millard, P. H.: The legal restriction of medical practice in 
the United States. J.A.M.A., 13:470-473, (Oct. 5) 1889. 
Millard, P. H.: The Minnesota Medical Act. J.A.M.A., 
12:177-178, a 2) 1889. 

Minneapolis Times, Oct. 5, 1892, p. 5. 


. Minneapolis Tribune, Oct. 5, 1892, p. 5 


Nevins, Allan: The Emergence of Modern America, 1865- 
1878. New York: Macmillan Company, 1946, pp. 277-278. 
News and Personal. Medical Argus, 2:109, (Jan.) 1892. 
Northwest. Lancet, 6:375-376, (July 1) , 
Of County Medical Societies. In: The revised statutes of 
the Territory of Minnesota, passed at the Second Session 
of the Legislative Assembly, commencing January 1, 1851. 
Printed and published pursuant to law, under the supervision 
of M. S. Wilkinson. Saint Paul: James M. Goodhue, Terri- 
torial Printer, 1851. Pp. 126-128. 

the University of Minnesota. In: The Revised Statutes 
of the Territory of Minnesota, passed at the Second Session 
of the Legislative Assembly, commencing January 1, 1851. 
Printed and published pursuant to law, under the supervision 
of M. S. Wilkinson. Saint Paul: James M. Goodhue, Ter- 
ritorial Printer, 1851. Pp, 142-144. 
Osler, William: La licence pour l’éxercise de la médecine. 
L’Union méd. du Canada, 18:336-347, (July) 1889. 
Osler, William:. License to practice. An address delivered 
to the Medico-Chirurgical Faculty of Maryland. J.A.M.A., 
12:649-654, (May 11) 1889. 
Osler, William: License to practice. Maryland M. J., 
21:61-67, (May 25) 1889. 
Osler, William: License to practice. In: Transactions of 
the Medical and Chirurgical Faculty of the State of Mary- 
land. Baltimore: Tohn B. Kurtz, 1889. Pp. 70-82. 
Osler, William: License to practise. An address delivered 
before the Minnesota Academy of Medicine October 5, 1892. 
Northwest. Lancet, 12:383, (Nov. 1) 1892. 
Osler, William: Teacher and student. In: Aequanimitas, 
with Other Addresses to Medical Students, Nurses and 
Practitioners of Medicine. Philadelphia: P. Blakiston’s Son 
and Company, 1920. Ed. 2, pp. 21-43. 
Osler, William: The fixed period. In: Aequanimitas, with 
Other Addresses to Medical Students, Nurses and Practi- 
tioners of Medicine. Philadelphia: P. Blakiston’s Son and 
Company, 1920. Ed. 2, pp. 389-411. 
Practice of medicine. In: All the Laws of the State of 
Illinois, passed by the Thirtieth General Assembly, con- 
vened January 3d, 1877, adjourned sine die May 24th, 1877. 
With head notes, and references to the Revised Statutes 
of 1874, by Myra Bradwell. Chicago: Chicago Legal News 
Co., 1877. Pp. 142-144 


. President’s address, The. J. A. M. A., 10:587, (May 12) 1888. 


Regulation of the practice of medicine in the State of Min- 
nesota. J.A.M.A., 8:332-333, (Mar. 19) 1887. 


. Retrogressive medical legislation. J. Minn. M. A. and North- 


west. Lancet, 31:166-168, (Apr. 1) 1911. 

Rush, O. W.: The licensing of the healing arts in the 
State of Minnesota. Thesis, Graduate School, University 
of Minnesota, 1931, 85 


pp. 
. Saint Paul Daily Globe, Oct. 5, 1892, p. 3. 


Saint Paul Pioneer-Press, Oct. 6, 1892, p. 2. 
Saint Paul Pioneer-Press, Oct. 6, 1892, p. 8 


Saint Paul Sunday Pioneer-Press, Apr. 13, 1947, p. 14. 


Schlesinger, A. M.: The Rise of the City, 1878-1898. New 
York: Macmillan Company, 1946. Pp. 216-217, 219-220. 
Laurence: Personal communication to the 
author, date of July 17, 1947. 

H.: The Development of Modern Medicine; an 
Interpretation of the Social and Scientific Factors Involved. 
New York: Alfred A. Knopf, Inc., 1947. Ed. 2, 194-196. 
State of Minnesota ex rel. David F. Powell vs. State 
Medical Examining Board. July 19, 1884. In: Minnesota 
Reports. Cases argued and determined in the Supreme Court 
of Minnesota. April, 1884-December, 1884. St. Paul: West 
Publishing Co., 1885. Vol. 32. pp. 324-329. 

State of Minnesota ex. rel. Edward D. Chapman vs. State 
Board of Medical Examiners. December 24, 1885. In: 
Minnesota Reports. Cases argued and determined in the 
Supreme Court of Minnesota. July, 1885-March, 1886. St. 
Paul: West Publishing Co.. 1887. Vol. 34, pp. 387-391. 
State of Minnesota ex. rel. E. C. Feller vs. State Board 
of Medical Examiners. December 24, 1885. In: Minnesota 
Reports. Cases argued and determined in the Supreme 
Court of Minnesota. July, 1885-March, 1886. St. Paul: 
West Publishing Co.. 1887. Vol. 34, nn. 391-393 


. Union of medical school and university, The. . A TH. Be 


12:452-453. (Mar. 30); 487-488. (Apr. 6) 1889. 


. University of Minnesota. The college of medicine. In: Trans 


actions of the Minnesota State Medical Societv. 1883. Saint 
Paul: H. M. Smyth Printing Company, 1883. Pv. 246-253. 
Some of the advantages of the union of 
medical school and university. New England and Yale 
Review, n.s. 13:145-163, (Sept.) 1888. 

Welch, W. H.: The evolution of modern scientific lab- 
oratories. An address delivered at the opening of the William 
Pepper Laboratorv of Clinical Medicine, Philadelphia, De- 
— 4, 1894. Bull. Johns Hopkins Hosp., 7:19-24, (Jan.) 
Wulling. F. J.: Personal communication to the author, date 
of July 2, 1947, 


787 











THE ROLE OF THE ELECTROCARDIOGRAM IN CARDIAC DISEASE 


HARRY L. SMITH, M.D. 
Rochester, Minnesota 


LECTROCARDIOGRAPHY has been used 

clinically for about fifty years. Its use stems 
back to the discovery that when a frog’s heart 
contracts, it produces an electric current. For 
many years the electrical current of the hearts of 
animals was studied by use of a very crude ap- 
paratus. At first, the electrocardiogram was help- 
ful clinically mainly in interpretation of cardiac 
arrhythmias. Great progress has been made in the 
mechanism and efficiency of the electrocardio- 
graph, and greater progress has been made in the 
interpretation and clinical application of the 
electrocardiogram, especially in the past few years. 
Few fields of medicine have seen more noteworthy 
development than has electrocardiography. 

Electrocardiography has developed to the point 
at which cardiac examination is not considered 
complete unless an electrocardiogram is made and, 
in the main, this is essentially the correct attitude. 
At times, the information furnished by an electro- 
cardiogram is just as accurate and definite as that 
furnished by any known laboratory procedure. 
There are instances in which the electrocardio- 
gram alone will enable the physician to make an 
accurate diagnosis. However, because of this 
fact, electrocardiography has been overemphasized 
and its use is often abused. Today, many electro- 
cardiograph machines are in the hands of phy- 
sicians who are not sufficiently trained to interpret 
electrocardiographic tracings correctly. Often, 
some insignificant changes in an electrocardio- 
gram are incorrectly interpreted, and on this false 
basis alone a diagnosis of serious heart disease 
is made, with the result that the patient is need- 
lessly condemned to a life of invalidism, 

In the present era of mechanical efficiency, the 
unfortunate tendency among some physicians is 
to hope for an automatic mechanical method that 
will make the diagnosis without recourse to the 
standard and proved methods of examination. Dr. 
H. A. Wilmer’s cartoon ( Fig. 1) illustrates this 
point. This shows a physician who is too busy to 
obtain a history from the patient but who will 





From the Division of Medicine, Mayo Clinic, Rochester, Min- 
nesota. 


788 


make a diagnosis on the basis of the electrocardio- 
gram alone—a very dangerous procedure. It is 
basically unsound and poor medicine for anyone 
to make clinical diagnoses on the basis of electro- 
cardiograms alone. 

















| 
| 
| 








“The doctor doesn’t have time to take a history but he'll phone 
you the diagnosis tomorrow.” 


Fig: 1. A scene that is enacted too often in modern clinical 
medicine. 


It should be remembered that the electrocardio- 
gram is only a report of a laboratory procedure, 
and a very delicate procedure at that. The in- 
formation derived in this manner should be used 
to supplement, and should be applied in conjunc- 
tion with, information obtained from other 
sources, including (1) a carefully taken history, 
which is the most important part of the examina- 
tion of patients who have coronary disease, (2) a 
thorough physical examination, (3) roentgeno- 
logic examination and (4) examination of the 
patient’s blood. It should be realized that although 
the results of an electrocardiogram may be per- 
fectly normal, the patient may still have very ser- 
ious cardiac disease. A very important and prac- 
tical test, and often a neglected one, is the amount 
of physical effort the heart can stand without the 
production of symptoms. It often is difficult for 
the physician to make a correct cardiac diagnosis, 
even when he utilizes the information gained from 
all available sources. 
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CLINICAL-PATHOLOGICAL CONFERENCE 





CHORIOEPITHELIOMA, MIXED MESODERMAL TUMOR, 
AND LEIOMYOSARCOMA OF THE UTERUS 


Three Case Reports 


HAROLD H. JOFFE, M.D., PHILIP F. ECKMAN, M.D., and ARTHUR H. WELLS, M.D. 
Duluth, Minnesota 


Dr. A. H. Wetts: We wish to present the case 
studies of three patients with rare neoplasms of the 
uterus, with a concise review of each subject. 


Chorioepithelioma 


Dr. P. F. Eckman: The patient (No. 34843) aged 
thirty-one, was admitted on November 10, 1945, in her 
first trimester of pregnancy, because of bleeding. Her 
first and second pregnancies in 1937 and 1942, re- 
spectively, were uneventful. She was treated with bed 
rest, sedation and progesterone. The bleeding ceased 
and she was discharged on November 25, only to be 
admitted a day later because of a recurrence of painless 
bleeding. The uterus was found to be firm, about the 
size of a three to three and one-half month pregnancy. 
The cervix was firm and closed. She was again 
treated conservatively, with cessation of bleeding, and 
discharged on December 3, 1945. 


Three days later, on December 6, she was readmitted 
with bleeding and cramp-like pains. While in the 
hospital, two masses of placental tissue with grape-like 
refractile cystic protrusions were passed. Microscopic 
examination revealed swelling and hydroptic degeneration 
of the chorionic villi and large areas of necrosis, typical 
of a hydatidiform mole. There was no evidence of 
chorioepithelioma. A dilatation and curettage was done, 
which revealed no evidence of malignancy. The patient 
was discharged six days later on December 12, 1945. 

The Friedman test, using 0.1 c.c. of urine, was 
positive on two occasions between her last discharge 
and readmission on January 15, 1946. A total hyster- 
ectomy was done on January 16. 


Pathological Report 


Dr. A. H. Wetts: The uterus measured 11 by 7 by 
5.5 centimeters. The outer surface was quite smooth, 
and the walls were slightly thickened. The endometrium 
was soft, gray and not unusually thick. There was a 


- Slight bulging of the endometrium in the fundus which 


was found to be due to an encapsulated, soft, gray, 
friable tumor mass in the myometrium, measuring 1 
cm. in diameter and about 0.8 cm. below the endome- 
trium (Fig. 1). No other tumor masses were noted, 
and the cervix was not unusual. Microscopic examina- 
tion through this tumor nodule revealed large numbers 


From the Department of Pathology, St. Luke’s Hospital, 
Duluth, Minnesota. 
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of syncytial and decidual cells, both of which were 
embryonic in type with hyperchromatic and anaplastic 
nuclei, typical of a chorioepithelioma (Fig. 2). The 
lesion appeared to be fairly circumscribed, and no other 
malignant change was found in other parts of the 
uterus. 

The patient was discharged on January 27. A Fried- 
man test, at six months and at one year later, was 
negative. The patient, two years after her hysterectomy, 
is alive and well. 


Discussion 


Dr. R. F. Eckman: Chorioepithelioma is a very 
definite and highly malignant disease entity, but is en- 
countered with great infrequency. How rare it is may 
be inferred from the fact that during the thirty years 
following its original description by Stanger as a clinical 
entity, there were only 571 collected cases in the world 
literature. By a strange set of circumstances, it has 
fallen to my lot to attend two such cases. In reporting 
a case of chorioepithelioma of the uterus, Curtiss 
stated that he had seen only four other cases of proved 
chorioepithelioma of the uterus, all of which were 
studied only from pathologic aspects. In sixteen years 
of clinical experience he had seen but one case of 
chorioepithelioma diagnosed during life, although per- 
haps twenty patients with provisional diagnosis of this 
condition had been referred to him, in which the 
diagnosis was not confirmed. 

In addition to the case which you have just heard 
reported, I would like to give briefly a case history 
of my other patient who was not as fortunate as was 
the one already described. This was a young woman, 
aged twenty-three, who was first seen in a rooming 
house about September 1, 1932, soon after a spontaneous 
delivery of a normal male baby at term. The delivery 
had been entirely unattended, and she had had no 
prenatal care whatever. After expressing the placenta, 
she was sent to St. Mary’s Hospital, where her stay 
was prolonged to fourteen days because of some low 
grade fever. 

When she presented herself for postpartum ex- 
amination on October 3, 1932, a presumptive diagnosis of 
retained placental tissue was made, and she was re- 
turned to the hospital and curetted under anesthesia. 
A cosiderable amount of partially decomposed tissue 
was removed, which was reported by the pathologist as 
endometritis with decidua. She left the hospital five 
days later with the bleeding checked. 
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She remained quite symptom-free until the first part 
of January, when bleeding recurred. This was followed 
by fever, weight loss, and. weakness. On pelvic exami- 
nation the uterus was found to be enlarged and soft- 
ened. She was readmitted to the hospital. The patient 
appeared obviously very septic, and a Friedman test was 
reported as positive. Because of the enlarging uterus, 
a positive Friedman test, and her septic condition, after 
consultation it was decided not to invade the uterus for 
diagnostic or therapeutic reasons at this time. Sup- 
portive and expectant treatment consisted of rest, fluids, 
blood transfusions, et cetera. During the next two 
months there was only partial abatement of her sep- 
tic state, and during this time it became evident that 
the enlarging uterus was not keeping pace with that 
of a normal pregnancy. A Friedman test was again 
reported strongly positive. A histologic diagnosis of 
choricepithelioma was established on endometrial cu- 
rettings by the pathologist, Dr. George Berdez, on 
March 29, 1933. Exploratory operation and total hys- 
terectomy was performed by Dr. W. A. Coventry on 
April 12. Due to the patient’s poor general condition, 
death ensued within twenty-four hours. Examination 
of the specimen and autopsy revealed an invasive cho- 
rioepithelioma penetrating the uterus and invading the 
pelvic and iliac veins. Multiple emboli were found in 
the lungs, along with three metastatic nodules. 


A comparative consideration of these two cases is 
most interesting from several points of view. One case 
followed labor at term and the other followed a hy- 
datidiform mole. Polloson and Violet, in discussing the 
455 cases in the literature in 1913, pointed out that 45 
per cent of chorioepithelioma follow hydatid mole, 
whereas 21 per cent occur following labor at term. 
Another 30 per cent follow abortions, and 2.5 per cent 
occur after ectopic gestation. It has also been pointed 
out in the literature that a period of latency as long 
as three or four years has occurred following preg- 
nancy. 


These two cases illustrate very pointedly the differ- 
ence in diagnostic approach and resultant handling be- 
cause of development and better appreciation in the 
laboratory procedure. The quantitative fractional ap- 
proach of the Ascheim-Zondek or Friedman test was 
not thought of in 1932 or 1933 at the time of this first 
case; in fact the positive Friedman test at that time 
served only to confuse the diagnosis in our minds by 
suggesting strongly the presence of another pregnancy 
as a threatened or probably incomplete septic abortion. 


To approach the situation in the second case with 
the radical surgical procedure that had to be done, 
in the entire absence of all objective evidence of such 
a rare condition as chorioepithelioma, other than the 
evidence offered by a laboratory procedure, required 
much courage of one’s convictions. The perfectly nor- 
mal-appearing pelvis and uterus found upon opening the 
abdomen would cause some hesitation in going ahead 
with a total hysterectomy in this young woman. Only 
after finding this small malignant tumor entirely within 
the wall of the uterus did the futility of another diag- 
nostic curettement appear evident, and such a proce- 
dure would only have served to confuse diagnosis 
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further and increase indecision. Certainly in such 
cases, carefully controlled laboratory procedure may 
offer the only positive clue to the diagnosis and tre.t- 
ment. 


Dr. H. H. Jorre: The etiology is obscure,* 16 and 
the precursors may be full term pregnancy, abortion 
or hydatidiform mole,}+%-1914,16,20,25,30 45 mentioned by 
Dr. Eckman. 


Chorioepithelioma occurs almost entirely during the 
child-bearing period, in contradistinction to most of the 
other malignancies of the female genital tract.6 In 
combining three series®.29,39 totaling fifty-six chorio- 
epitheliomas, forty-two (75 per cent) occurred in 
multiparous, and fourteen (25 per cent) occurred in 
primiparious women. The age in two series ranged 
from nineteen to thirty-nine® and seventeen to fifty-one? 
years. 


To simplify the data on the precursors of chorioepi- 
thelioma, we have taken the liberty of combining five 
series}+6,20,29,30 totaling 103 cases. In this combined 
group, sixty-three (61.1 per cent) followed hydatidiform 
moles; however, five were coexistant with the mole; 
twenty-three (22.4 per cent) followed abortion; ten 
(9.7 per cent) followed full term pregnancy, one of 
which was associated with pregnancy, and in seven 
(6.7 per cent) the precursor was unknown. 

Hertig!* found the ratio of hydatidiform moles to the 
number of deliveries to be 1 in 2,000. The ratio of 
chorioepithelioma to the number of obstetrical and 
gynecological patients varies with different series. 
Acosta! reports thirty-two cases of chorioepithelioma 
out of 21,765 obstetrical cases admitted to the Philip- 
pine General Hospital at Manila, or a ratio of one for 
every 680 obstetrical patients. A more detailed analy- 
sis revealed one chorioepithelioma for every 9.14 cases 
of mole, 474.44 cases of abortion and 4,563 cases of 
labor. Smith,3° however, reports only fifteen cases 
out of a total of 117,260 obstetrical and gynecological 
cases admitted to the Charity Hospital at New Orleans, 
or a ratio of one chorioepithelioma in every 13,958 
obstetrical and gynecological admissions. This closely 
parallels the report of Schumann? in which the ratio 
of chorioepithelioma in Philadelphia was roughly one 
to 13,847 pregnancies. 


At this hospital over an ecleven-year period, out of 
12,722 patients delivered, there were eight (0.062 per 
cent) hydatidiform moles and one (0.0078 per cent) 
chorioepithelioma. 


The early signs and symptoms are not characteristic 
and frequently resemble those associated with retained 
placenta, sepsis and involution.6 The destruction of 
blood vessel walls by the invading anaplastic trophoblast 
elements produces the common and initial symptom of 
vaginal bleeding.1,1°,16,20,30 The bleeding may be ir- 
regular, sudden, severe or depleting.6 In combining 
three series®2%:39 totaling fifty-six in number, vaginal 
bleeding was the initial symptom in fifty (90.9 per cent) 
of the cases. Rosenbloom2?? reported a case of fatal 
intra-abdominal hemorrhage as the result of uterine 
rupture and extrusion of tumor tissue into the perito- 
neal cavity. Other symptoms and signs, such as nausea, 
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Fig. 1. Cut surface of chorioepithelioma is seen as a round- 
ed dark lesion located 0.8 cm. below the endometrial surface or 
free margin. 


vomiting and enlarged uterus are encountered.120,30 
Pain is usually a late manifestation,® whereas, cough, 
chest pain, hemoptysis, headache and blurring: of vision 
are indications of metastasis.®16 Bluish nodules in the 
vagina or vulva which ulcerate or bleed freely should 
arouse a high degree of suspicion.1® 

The early diagnosis of a hydatidiform mole cannot 
be overemphasized, but the immediate detection of a 
chorioepithelioma is of paramount importance. The 
diagnostic aids at our disposal are dilatation and curet- 
tage and the biologic hormone-urine tests. The diag- 
nosis cannot always be established by a dilatation and 
curettage, because small growths or deep implantation 
can easily be missed.46 The presence of anaplasia 
and invasion of Langhans and syncytial cells is diag- 
nostic. 

The urine in cases of hydatidiform mole and cho- 
rioepithelioma contains excessive amounts of gonado- 
trophic hormone which is the basis for the reaction in 
the biologic tests.28 The qualitative and quantitative 
method have been used, however, the latter is a more 
reliable aid to early diagnosis.25»28:30 Schoeneck?® in 
order to secure notmal standards as a basis for a quan- 
titative test used the urine from 149 pregnant women 
in amounts varying from 0.0125 to 5.0 c.c. and deter- 
mined the minimum amount necessary at various stages 
of normal intra-uterine pregnancy which would give a 
Positive Friedman test. * To avoid confusion and for 
practicability, the standards were expressed in terms 
of the actual amount of urine required and not the 
widely used terminology of the units of hormone per 
given amount of urine. In the absence of hyperemesis 
gravidarum and multiple pregnancy, a positive test was 
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Fig. 2. Photomicrograph of anaplastic syncitial and Langer- 
han’s cells of chorioepithelioma. 


never obtained with amounts smaller than 0.05 c.c. 
Smith?° likewise reports that a postive test with less 
than 0.05 c.c. of urine is indicative of a malignancy. 


In one series® the average length of time between 
the occurrence of the precursor and the diagnosis of 
malignancy was nineteen months. In another series 
of forty-four collected cases?5 the interval between 
the passage of a mole and the diagnosis of chorioepithe- 
lioma varied from six days to five and one-half years. 
However, in the same series, in forty (91 per cent) 
of the cases the diagnosis was established by means of 
the biological hormone test within twelve months. The 
importance of monthly or trimonthly tests cannot be 
overemphasized. A single negative test does not justify 
its discontinuance.?® 


A positive biologic test ier weeks after delivery of 
a full term pregnancy or following an abortion, or for 
six weeks or longer following the passage of an hyda- 
tidiform mole, is strong evidence of a malignancy.®?5 


In thirty-six collected cases with recovery, the cho- 
rionic hormone test was negative in thirty-four (95 
per cent) of the cases in less than three months and 
in twenty-four (66 per cent) in less than thirty days.25 


The accepted method of treatment is a panhysterec- 
tomy; however, the removal of the primary tumor does 
not produce reabsorption of the metastases.1 Dockerty? 
reported a case in which cerebral symptoms were the 
first indication of metastases, four years after the re- 
moval of the primary tumor. In one series,! twenty- 
one of thirty-two cases (62.5 per cent) showed metas- 
tases, of which eighteen (56.2 per cent) were to the 
lungs. 
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Mixed Mesodermal Tumor 
Dr. F. D. Weeks: The patient (No. 41254) was first 
seen by me in October, 1931, at the age of forty-three 
because of scanty menstrual periods of several years 
duration and an associated bearing-down sensation. 


Fig. 3. 


Physical examination revealed a moderate degree of 
arteriosclerosis with a blood pressure of 142/100. A 
large, tender, irregular shaped uterus was felt. A dila- 
tation and curettage of the uterus was done, followed 
by the insertion of 50 milligrams of radium for twenty- 
four hours. A diagnosis of a papillary adenoma was 
made by the Department of Pathology of the Univer- 
sity of Wisconsin. 

A re-examination in June, 1932, showed a progres- 
sion of the hypertension with a blood pressure of 186/ 
118 and cardiac enlargement. There had been no 
further vaginal bleeding, and a pelvic examination re- 
vealed a small uterus with a slight enlargement at the 
right cornu. The cervix was not unusual. A pelvic 
examination about six months later, in December, 1932, 
revealed no change. 


The patient was seen on many occasions during the 
next fifteen years. In October of 1947 she complained 
of lower abdominal discomfort. The blood pressure 
was 234/122, with albumin and casts in the urine. Pel- 
vic examination showed no increase in the size of the 
uterus. She was again seen on December 26, 1947, 
at the age of fifty-nine because of vaginal bleeding of 
five days’ duration after sixteen years of amenorrhea. 
Physical examination at this time revealed a blood pres- 
sure of 230/120. Urinalysis was essentially negative ex- 
cept for occasional granular casts. The red cell and 
white cell counts and hemoglobin were within normal 
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Half of amputated fundus of uterus cut 
open exposing globular fibrous neoplasm (mixed mesoder- 
mal tumor) encased in thinned-out uterine walls. 


limits. The uterus was found to be large, irregu:ar, 
freely movabie, but somewhat tender. There was a 
soft tumor mass extruding from the opened exter ial 
os. On December 31, 1947, a supravaginal hysterec- 
tomy was performed. The tumor which projecied 





Fig. 4. Photomicrograph of area with cartilage cells 
and matrix. 


through the external os was easily removed through 
the supravaginal procedure, leaving normal cervical 
tissue for closure. 


Pathologic Report 


Dr. A. H. Wetts: The uterus measured 14.1 by 
11.6 by 9.5 cm. The myometrium measured 1 cm. in 
thickness and formed a shell-like capsule incasing the 
nodular, grayish tumor mass measuring 13 by 10.5 by 
8.5 cm. (Fig. 3). There were definite cystic areas in 
which the cysts measured from 1 mm. up to 0.4 cm. 
in diameter. Other areas of the tumor had a rather 
firm grayish homogenous surface. The center was 
soft and necrotic. Microscopic examination revealed 
anaplastic smooth muscle, fibrous connective tissue, car- 
tillage (Fig. 4) and striated muscle cells, as well as 
columnar epithelial lined glands. In many areas there 
was marked anaplasia and in addition, large areas of 
necrosis, mitotic figures and tumor giant cells. A 
diagnosis of mixed mesodermal tumor of the uterus 
was made. No fallopian tubes or ovaries accompanied 
the specimen. 


Discussion 
Dr. H. H. Jorre: These tumors are of mesodermal 
origin, in contradistinction to the trigerminal teratomas. 


There is no unanimity as to their histogenesis. Wheth- 
er they arise from Miillerian cell rests or tissue pulled 
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down by the Wolffian duct during its embryonic descent, 
is of academic interest.12:17,18,22,23 The all-important 
feature is that these pleuripotential mesenchyme cells 
have retained their capacity to differentiate into a varie- 
ty of mesodermal elements which are not normally 
found in the uterus, such as striated muscle, cartilage, 
bone myxomatous and sarcomatous tissue, et cetera. 
The stimulus to neoplasia and growth is unknown but 
is probably hormonal in nature.22 

The tumor develops at one of three sites: corpus, 
cervix or vagina. Glass,12 in reviewing ninety-four 
cases in the literature, found the corpus of the uterus 
as the primary site in 58 (61.7 per cent) and the cervix 
in thirty-six (38.3 per cent). Practically all of the 
corporal tumors occur after the menopause.?>12 


The majority of the cervical tumors appear during 
active sexual life.212_ Amolsch? states that all reported 
cases of vaginal tumors occurred before the age of 
twenty-two years, with the majority occurring before 
the age of two years. 

The tumors arising in the cervix appear as polyps 
and those in the corpus as massive intrauterine poly- 
poid growths.?:12 They are usually composed of a va- 
riety of mesodermal elements. Lebowich and Ehrlich*+17 
insist on the presence of embryonal myoblasts 
or striated muscle tissue in combination with one 
or more heterologous elements as the histologic cri- 
terion. On that basis they only accepted twelve cases 
as mixed mesodermal tumors in their review of the 
literature. It does seem unreasonable to exclude the 
majority of these tumors on such arbitrary histological 
criteria, since they are a distinct pathologic entity and 
all follow a rather typical clinical course.22 Glass,12 
in reviewing ninety-four cases in the literature, found 
myxomatous tissue in twenty-seven out of thirty-six 
(75 per cent) tumors involving the cervix and in 
forty-one out of fifty-eight (70.7 per cent) involving the 
corpus. Cartilage was noted in 55.6 per cent of cervi- 
cal, and in 60.3 per cent of corporal tumors. Striated 
muscle was found in 30.6 per cent of cervical, gnd in 
414 per cent of corporal tumors. The stroma was 
composed of spindle cells in 75 per cent of cervical, 
and in 94.8 per cent of corporal tumors. Other meso- 
dermal elements present were smooth muscle, bone, 
fat, round and giant cells in the stroma. 


The .symptoms and physical findings are essentially 
the same as with other malignancies of the uterus, name- 
ly, vaginal bleeding, saguino-purulent discharge and 
pressure symptoms if the mass is large or invades sur- 
rounding structures.8-12,17,18,24 The diagnosis rests 
solely on the heterologous histologic picture and may 
be confused with a fibromyoma undergoing cartilage- 
nous change or ossification, myosarcoma, rhabdomyoma, 
teratoma, carcinosarcoma, chondroma, myxochondro- 
sarcoma and myoblastoma.8 Carcinomatous degenera- 
tion is rare, however. Ehrlich® reported a case with 
superimposed adenocarcinoma, bringing the total of 
reported cases in the literature to fifteen. Glass? 
reported one case with associated fibroids, only eight 
Such cases being previously described. 


Local recurrence is almost a constant feature, and 
metastases to the vagina, bladder, parametria, broad 
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ligaments, peritoneum, pleura, lungs and liver are com- 
mon.?;8:12, In a review,!2 metastases occurred in twenty- 
six out of thirty-six (72.2 per cent) cervical tumors, 
and in thirty-five out of fifty-eight (60.3 per cent) 
corporal tumors. Local recurrences occurred in 50 per 
cent of cervical, and in 27.6 per cent of corporal 4u- 
mors. Although the lungs and pleurae are frequent dis- 
tant sites for secondary growths, they rarely repro- 
duce the parent tumor, but instead develop as a spindle 
cell or myxosarcoma.!2 

These neoplasms are malignant out of all proportions 
to their histological appearance, with a mortality of 
about 95 per cent regardless of therapy.?»3:12,17,24 
There are no five-year cures in the literature,’ and 
the average duration of life following removal is about 
one year.}? 

The treatment consists’ of a panhysterectomy fol- 
lowed by irradiation, but then in view of the high 
mortality, is only a palliative measure. 


Leiomyosarcoma 


Dr. H. E. BakxiLa: This fifty-eight-year-old house- 
wife (No. 4016) was admitted to the hospital on Feb- 
ruary 20, 1948, complaining of a gradual increase in the 
size of the abdomen, an abdominal mass, a sensation of 
marked pelvic weight and a loss of 20 pounds since No- 
vember, 1947. There was moderate anorexia, some re- 
cent urgency and questionable incontinence of urine. 
During the month prior to admission, there was in- 
creasing dyspnea. ; 

Physical examination revealed a diffuse nontender en- 
largement of the lower abdomen which was firm and 
somewhat nodular. There was flatness to percussion, 
absence of ausculatory sounds, and no shift of the tu- 
mor mass with change of position. On pelvic examina- 
tion the tumor mass was found to fill the entire pelvis 
with pressure on the uterus, vagina and rectum. 

The urinalysis was essentially negative. The hemo- 
globin was 5.75 grams, with a red cell count of 2,- 
190,000. The blood Kline test was 4-plus. A flat 
plate of the abdomen on February 21 led to the con- 
clusion of intraperitoneal fluid or an intra-abdominal 
tumor. A chest film on February 26 was diagnosed 
metatastic lesions in the left lung. 

The pitient was prepared for operation with five 
blood transfusions, and on March 3, 1948, an explora- 
tory laporotomy revealed a huge retroperitoneal mass 
rising out of the pelvis. A portion of the tumor mass 
had to be resected in order to close the abdominal wall. 
During the operation she received 1,000 c.c. of blood, 
but in spite of this her blood pressure gradually fell, 
and she expired approximately one hour later. 


Pathologic Report 


Dr. A. H. Wetts: The necropsy revealed a huge 
nodular tumor mass weighing 6,000 grams, which formed 
a tight mold of the entire pelvis. The peritoneal cavity 
contained 2 liters of blood. The tumor mass extended 
mainly up the left side of the abdominal cavity to the 
diaphragm and displaced the abdominal viscera to the 
right. There were only traces of what appearetl to be 
myometrium, visible in the form of strands separated 


793 











CLINICAL-PATHOLOGICAL CONFERENCE 





Fig. 5. A portion of cut surface of the leiomyosarcoma. 


” 

by tumor tissue. The cervix was not enlarged, and it 
blended with tumor tissue. Its os had disappeared. 
On cut section (Fig. 5) the nodules were made up 
primarily of homogeneous, rather firm, grayish tissue 
with extensive areas of cystic degeneration and occa- 
sional discrete yellow areas of necrosis measuring up 
to 6 cm. in diameter. Microscopic sections (Fig. 6) 
revealed a very highly anaplastic cellular growth, made 
up of elongated narrow nuclei with scanty cytoplasm 
streaming out at the poles. Where maturation could 
be found, the cells were typical smooth muscle in ori- 
gin. Many mitotic figures and tumor giant cells were 
noted. Both lungs revealed typical metastatic tumor 
nodules, and both kidneys revealed a Grade I hydro- 
ureter and hydronephrosis. There was a Grade IIT 
syphilitic aortitis. 

A diagnosis of leiomyosarcoma of the uterus with 
metastases to the lungs was made. 


Discussion 

Dr. H. H. Jorre: Leiomyosarcomas may originate 
in any part of the uterine wall, in the endometrium, 
adjacent connective tissue or in a leiomyoma, but they 
are commonly of myometrial origin.*-5-24 

There is a diversity of opinion as to whether these 
tumors are malignant from their onset or whether the 
malignant change occurs in an originally benign 
tumor.*,5,10,21,24 

Kimbrough’ in reviewing 3,388 uteri removed for 
myomata found a total of forty-three (1.27 per cent) 
sarcomas, of which twenty-six (0.76 per cent) had de- 
veloped in pre-existing leiomyomata and seventeen (0.51 
per cent) were primary. Randall? found thirty-nine 
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Fig. 6. Photomicrograph with anaplastic spindle cells, mitotic 
figures and tumor giant cells of leiomyosarcoma. 


sarcomas against 3,686 leiomyomas and 577 carcinomas 
of the uterus. Of the thirty-nine sarcomas, twelve 
(0.32 per cent) were associated with myomas, and 
twenty-seven (0.73 per cent) occurred in uteri showing 
no leiomyomata. The ratio of leiomyosarcoma to car- 
cinoma was one to 15.6, and one to ninety-six for leio- 
myomata. Other reports place the ratio of leiomyosar- 
coma to carcinoma as one to forty-three?? and one to 
fifty.5 Novak,?* in reviewing 26,973 case specimens of 
uteri, found 6,981 (25.9 per cent) leiomyomata, 241 
(0.89 per cent) adenocarcinomas of the fundus, 1022 
(3.8 per cent) carcinomas of the cervix, and 59 (0.22 
per cent) sdrcomas. The incidence of sarcomatous 
change occurring in myomas was 0.56 per cent. Other 
series show a higher incidence of sarcomatous change 
in pre-existing leiomyoma, varying from 1.3533 up to 
4.811 per cent. A fair average would probably fall 
between 0.5 to 1.5 per cent.4:21,24 

During the eleven-year period from 1937 through 1947, 
816 uteri were removed at St. Luke’s Hospital for leio- 
myomata. In this group, three (0.36 per cent) were 
sarcomatous. Although this series is too small to draw 
any definite conclusions, the incidence at this hospital 
closely parallels the figures reported in some of the 
larger series. 

The majority of these tumors occur at menopause 
with the highest incidence during the fifth decade of 
life.10,11,15,24,31 

Mural sarcoma may arise as a nodular and fairly 
circumscribed tumor,2* and since they vary greatly in 
their appearance, it is difficult to recognize them.'?)** 
However, because of the frequency of leiomyomata 
uteri, there is a tendency on the part of surgeons to 
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be careless in their examination at the time of surgery.31 
The more frequent occurrence of corporal than cer- 
vical leiomyoma explains in part at least, the prede- 
lection of sarcoma for the corpus of the uterus.?4 
The sarcomatous changes occur most frequently near 
the center of the myoma, giving it a raw pork or 
brain-like appearance instead of the glistening whorl 
like nature of a myoma.?432 Wheelock? states that 
the following findings at the time of surgery should 
arouse suspicion of a sarcoma in a leiomyoma: 


1. Unusual friability of the broad ligament. 
2. Unusual vascularity of the tumor. 


3. The absence of a sharp line of demarcation be- 
tween the tumor and the myometrium. 


4. The opaque pork or brain-like appearance in- 
stead of the usual glistening whorl-like appearance. 

The microscopic picture is characteristic of sarco- 
mas, that is, highly cellular with wide variations in 
the predominate type of cell present, which may be 
round, spindle, mixed or giant cells.11:21,24 Many ob- 
servers feel that there is a direct correlation between 
the number of mitotic figures and the degree of clinical 
malignancy.*»9,15,24 

Th clinical symptoms are not distinctive and resem- 
ble ordinary leiomyomata, so that most of the cases are 
not diagnosed until examined pathologically.9-21:24 In 
a review of forty-three cases at the Lahey Clinic,31 
the chief complaints were: altered menses in twenty- 
one (49 per cent), pelvic pain and enlarging abdomen 
in nine each (21 per cent), urinary frequency in eight 
(19 per cent), and vaginal discharge in two (5 per 
cent) of cases. Abnormal bleeding may be entirely 
absent, especially if the endometrium is not involved. 
The vaginal discharge, early, is thin and watery; later 
it becomes serosanguinous and foul. Pain is a late mani- 
festation of infiltration into adjacent tissue.24 


The total five-year salvage in forty-three sarcomas 
at the University of Pennsylvania Hospital15 was 34.3 
per cent, as compared to 28.5 per cent in another se- 
ries.31_ Novak?4 followed fifty out of fifty-nine cases 
and found fifteen (30 per cent) living at the end of 
fifteen years, and twelve (24 per cent) at the end of 
ten years. Kimbrough!5 found that the percentage of 
five-year cures were: (1) three times as great in sar- 
comatous degeneration of a myoma than in a primary 
Sarcoma, (2) three times greater in the younger women 
as compared to those operated on after menopause, 
(3) four times greater in those tumors showing a low 
mitotic count, with recurrences, two times as frequent 
in the group showing a large number of mitotic figures. 

Metastasis to distant organs, although not too fre- 
quent, do occur.1%13 However, metastasis to bone is 
extremely rare, with Brooke* reporting the fourth such 
case. 

Panhysterectomy with bilateral salpingo-oophorectomy, 
followed by deep x-ray therapy, is the accepted form of 
treatment. 


Summary 
We have presented a case study of each rare neoplasm 
of the uterus—(1) chorioepithelioma, (2) mixed meso- 
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dermal sarcoma, and (3) leiomyosarcoma— and have 
given a brief review of the literature on each subject. 
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A HISTORY OF MEDICINE IN SCOTT AND CARVER COUNTIES 


Biographical Dictionary 


(Continued from June issue.) 


George F. Mish was a physician and surgeon who settled in Belle Plaine, 
Scott County, in the year 1858. He remained but a short time. 

L. Gilbert Mitchell settled in Carver County about 1886. He lived first in 
Waconia, then moved to Jordan, Scott County, in 1890. He was well liked 
there and gained an extensive practice in Jordan and the vicinity. During 
this time he made connections in Shakopee, and in 1893 he located there to 
take Dr. Entrup’s place after the latter’s death. He remained there for 
several years, then moved to Mound. During his stay in this territory, he 
acted in the capacity of health officer of Waconia during a dangerous scarlet 
fever epidemic in 1887, and also served as treasurer of the pension examining 
board at Shakopee. He was the son of Dr. S. H. Mitchell of Minneapolis. 


Gerald R. Moloney was born in 1847 in Ireland, where he attended the na- 
tional schools and completed his course of studies in Dublin. In December, 
1872, he arrived at Belle Plaine, Scott County, and early the next year he 
went to Minneapolis. There he studied medicine under Dr. Hutchinson until 
the following autumn, when he attended lectures at Bellevue Hospital Medical 
College, New York City. The next summer he studied in Saint Paul under 
Dr. C. E. Smith, and in the fall returned again to New York, graduating in 
February, 1875, from the Medical Department of the University of the City 
of New York. He was a successful competitor in an examination at St. Vin- 
cent’s Hospital of New York and was duly appointed assistant house sur- 
geon. In the fall of 1875 he opened an office at Belle Plaine, Scott County, 
where he remained for more than fifty years and where in 1877, he opened 
a drug store. He had a very extensive practice and became one of the promi- 
nent businessmen of the town as well as one of the county’s leading physi- 
cians. One of his first services in public office was in the capacity of super- 
intendent of schools in Belle Plaine. For many years he served on the pension 
examining board at Shakopee, serving as president for the year 1883 to 1884. 
He was succeeded by Dr. Hartley in 1897. In the year 1900, Dr. Moloney and 
G. A. DuToit of Chaska purchased all the stock in the State Bank of Belle 
Plaine and Dr. Moloney was made vice president. He continued to practice 
medicine at Belle Plaine until his death, on July 18, 1927, in an automobile 
accident. 


L. B. Morrow came to Shakopee to practice medicine in 1867. He was at 
first a partner of Dr. Rouse. After a few months Dr. Rouse moved into the 
house formerly occupied by Dr. Risley and had his office there. Dr. Morrow 
had taken over the New Drug Store, which he operated for a short time in 
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connection with his practice. He remained in Shakopee for several years. At 
one time he practiced in Hudson, Wisconsin, and also in Saint Paul. He died 
in Saint Paul. 


J. F. Mulholiand came to Jordan, Scott County, in 1881 and was, for the 
first two months of his residence, a partner of Dr. Walter of that town. Dr. 
Mulholland was a graduate of the Chicago Medical College in 1879 and was 
an intern in the Mercy Hospital of Chicago. Not long after his arrival in 
Jordan there was a severe scourge of diphtheria in the county and he and 
Dr. Walter were kept busy attending the sick. In February, 1882, he was ap- 
pointed surgeon for that division by the Minneapolis and St. Louis Railway 
Company. He was active in local affairs to the extent of speaking before 
such organizations as the Literary Society and the Teaghers Association. 
In 1895 he was appointed to the pension examining board in Shakopee. He 
died in Jordan on August 23, 1919. 


‘Andrew Naegeli was graduated from the Medical College of Indiana in 
1885 and he settled in Chaska in 1886. His card announced, “Night and 
day calls in the city or country promptly attended to,” and he built up a 
good practice after a short time. In 1890 he moved to Minneapolis to take 
the place of Dr. Hefti. After a year’s stay there, he went to St. Cloud, but in 
1898 he again came into the Minnesota Valley region and located at Hutch- 
inson. 


S. J. Northrop came to Jordan, Scott County, about 1870 from which place 
he had a wide practice in both Scott and Carver Counties. About 1882 he 
moved to Norwood, Carver County. At that time he met a considerable 
amount of disfavor by putting his mother in the St. Peter Asylum. He con- 
tinued to practice in Carver County for a number of years. He probably 
was not a graduate of a medical school, inasmuch as he practiced under the 
exemption law of 1883. 


Edward E. Novak was born at Danforth, Johnson County, Iowa, on April 
29, 1873. He was educated in the rural schools of Johnson County and at- 
tended the Iowa City Academy from 1888 to 1892. He was graduated from the 
Medical Department of the State University of Iowa in 1895. 

After his graduation he located in New Prague where he has continued in 
practice to the present time, with the exception of two six-month leaves (1912 
and 1932) when he visited European clinics. He is a member of the Scott- 
Carver County Medical Society and the Minnesota State and American 
Medical Associations. 

Always interested in rural education problems, he has served on the New 
Prague School Board for over thirty years. He was president of the Min- 
nesota State School Board Association from 1937 to 1938 and he is now a 
member of the Board of Regents of the University of Minnesota. In recent 
years he has served as Minnesota state senator from his district. 


Gottlieb Oppliger settled in Waconia in 1899. Before 1909 he was in Bau- 
dette, Minnesota. 


George H. Overholt, a graduate of the Albany Medical College, New York, 
in 1866, located at Shakopee, Scott County, in January, 1871. His card an- 
nounced him as “Physician, Surgeon, and Obstetrician.” After practicing at 
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Shakopee for two years or more, he moved to St. James, where he lived for 
many years and operated a drug store. He was licensed to practice in Min- 
nesota in 1887. 


E. J. Palmer, a graduate of the University of Pennsylvania, came to Chaska 
in 1869 and at that time said that he had spent thirty-one years in the prac- 
tice of his profession. He remained only a year, returning then to his old 
home in Georgia. 


John S. Pashley located in Belle Plaine, Scott County, about 1866. He prac- 
ticed there until his death in 1876. 


W. H. Phillips was a graduate in medicine from the University of Min- 
nesota in 1894. He came to Jordan to practice about 1896 and remained in 
the county many years. He served as county physician in 1897. 


William Ray was a graduate of the Missouri Medical College in 1868, who 
came from St. Louis to Chaska in that year and remained in practice there 
about five months. For a short time he practiced in Saint Paul, and in Sep- 
tember, 1868, he moved to Glasgow, Missouri, a larger field for. practice. 


H. W. Reiter was graduated from the Medical Department of the Univer- 
sity of Minnesota in 1893. Practicing first in Kerkhoven, Swift County, he 
settled in Shakopee in 1897 and soon had a good practice. He was very 
often summoned to attend accident cases. In 1898 he was appointed official 
surgeon of the Omaha Railway at Shakopee, a position which he has held for 
many years. On the departure of Dr. C. W. Malchow in 1900, Dr. Reiter pur- 
chased the former’s practice, office equipment, horses and vehicles. He had 
a heavy practice which kept him busy, and he retained his prominent position. 
In 1910 he became United States pension examiner at Shakopee and served 
as secretary of the board. In 1914 he took office as coroner of Scott County; 
he served on the school board four terms. Dr. Reiter joined the Scott and 
Carver County Medical Society when it was first organized, and he held 
the secretaryship from 1904 to 1929. 


Dr. Rueten was a practicing physician at Cologne in 1886. 


J. S. Richardson (or J. L. Richardson) came to Chaska from Rockford, 
Wright County, in 1870. His professional card read: 


Dr. J. S. Richardson 
eclectic 
Physician and Surgeon 
Chaska Minn. 

Office opposite the Court House. Offers his 
services to the surrounding country and is 
prepared to treat thoroughly all chronic 
cases. .Especially liver and lung diseases. 


He remained in Chaska for several years. Later he may have moved to 
Norwood, where a doctor was much needed. After 1883 he practiced under 
an exemption certificate. It appears that by 1890 he was in Perham, Otter 
Tail County. 
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C. W. Riches practiced medicine in Waconia in 1886 and later. In 1883, 


when he was living in Young America, he received an exemption certificate 
under the Minnesota “Diploma Law” of that year. 


Frederic N. Ripley, the first physician in Scott County, arrived in Shakopee 
in the winter of 1852-1853 and in that season entered business and practiced 
medicine. Although he failed in trade, he continued practicing medicine 
there. Later in the year 1855 he moved to a townsite belonging to him near 
the source of the Crow River (now the town of Litchfield), where he camped 
all winter. When in March he attempted to come out for supplies, he lost 
his way and was frozen to death. At that time he was about twenty-eight 
years of age, and was county commissioner of the new county of Meeker. 
He had intended to make Cedar City his home and was one of the principal 
proprietors of that town. Dr. Ripley was a native of New York. 


A. O. Risley came to Shakopee in 1855 and practiced there for ten years 
or more. He was a member of the North Western Pioneer Company and he 
made many trips around the territory procuring and surveying town sites. 
In 1857 he married Miss S. J. Coulthard of Shakopee. He was one of the few 
physicians in the vicinity at that time and consequently was kept busy day 
and night when any sickness came to the community. 


Theobold Roehrig was a German physician who settled in Shakopee in 
1868. The notice of his coming inserted in the paper announced that he was 
a graduate of the “highest Medical University of Germany,” and that he 
brought with him the advantages of many years of successful practice. He 
remained three years or more. 


Corydon Eugene Rogers was graduated from the medical department of 
the University of New York City in 1868. He opened an office in Carver in 
April, 1868, and soon had a good practice. For several years he was post- 
master at ‘Carver. In 1869 he married Miss Mary Pamelia of Troy, New York. 
In January, 1870, he was appointed first county physician of Carver County. 
He resigned the position in August of that year when he decided ‘to move to 
Thompson, on the line of the Superior Railroad, in Carlton County. He was 
elected register of deeds for that county, but continued to practice medicine. 
Four years later he went to Minneapolis where he engaged in the insurance 
and real estate business. In Minneapolis on November 10, 1883, he received 
his license to practice medicine. 


William Rottmann was graduated from the University of Zurich, Switzer- 


land, in 1874; he came to Jordan, Scott County, from Arlington in September, 
1883. His card ‘read: 


Dr. Wm. Rottmann 
Physician & Surgeon 
(Deutscher Arzt) 
Graduated in Zurich, 1874 
Jordan, Minn. 


He received his license to practice medicine in Minnesota on March 3, 
1884. After a year or two he moved to Young America ‘and then returned to 
Jordan about 1888. In May, 1889, he again changed his place of residence 
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and moved to Minneapolis. He was considered a skillful physician. In Sep- 
tember, 1889, he died at Minneapolis. 


Dr. Rouse settled in Shakopee about 1858. He practiced medicine there 
for ten years or more. In 1867 he took in Dr. Morrow as a partner. 


B. Rudorf was a practicing physician in Young America in*1875. 


Jacob Ryder settled in Cologne, Carver County, about 1884. He was inter- 
ested in real estate and for that reason he moved to Saint Paul in ‘1887. In 
1890 he lived in Albany, Stearns County, and late in that year he returned 
to Cologne. He was considered an able physician. After 1883 he practiced 
under Exemption Certificate No. 417-3. 


Alfred A. Sabin established himself in Shakopee in 1883. He and his wife 
were active in social affairs and he had a good practice. He started the manu- 
facture of a patent medicine and in 1885 the demand for it had reached large 
proportions. In 1886 he moved to Le Sueur, where he remained until 1892, 
returning at that time to Shakopee to take Dr. J. B. Dunn’s place. In 1894 
he was appointed city health officer, and the next year he was elected to the 
pension examining board at Shakopee. He had a wide acquaintance in both 
Carver and Scott Counties and practiced in both. He died at Shakopee after 
a seige of muscular rheumatism in February, 1896, at the age of forty years. 
He was a native of Indiana and had spent his boyhood in Michigan, moving 
to Minnesota in 1879. He received his medical education at the University 
of Minnesota, from which he was graduated in 1892. 





Mrs. Catherine Salden was a practicing physician who claimed to have 
been licensed by the United States Government. She spent a brief time in 
Chaska in 1870. 


Dr. Salisbury was the first physician in the township of St. Lawrence, Scott 
County. He came there in 1859 and remained but a short time. A schoolhouse 
was built in 1859 and Dr. Salisbury taught the first school held there. 


M. Schober came to Chaska from La Crosse in February, 1899. He had 
been a member of a medical society in Wisconsin. His professional card 
entered in the Valley Herald read as follows: 

Dr. M. Schober 
of the University of Berlin 
Physician and Surgeon 
Special attention given to all surgical 


diseases and diseases of the eye. 
Office Starken Building 


He was a skillful and popular surgeon who endeavored to interest the 
citizens of Chaska in a project he had for the equipping of a first-class hos- 
pital in the city. In June, 1900, he had succeeded in securing the co-opera- 
tion of the Franciscan Brotherhood of Chaska and the surrounding stations, 
and was awaiting the sanction of Archbishop Ireland for the venture. There 
was no hospital in either Scott or Carver County at that time. 
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Edward A. Shannon was graduated from the Saint Paul Medical College 
in 1886. In 1888 he established his residence at Watertown, Carver County, 
where he served as coroner in 1891 and 1892. He moved away from the 
county in 1892, later locating at Buffalo, Wright County. 


Peter F. Shillock was born in New Ulm, Minnesota, in 1858. He was 
graduated from the medical department of the University of New York City 
in 1882, ranking second in a class of two hundred. When he received his 
Minnesota license on November 23, 1883, he was living in Hastings. Later 
he began practicing in Chaska and became well known through Carver 
County. After three or more years of practice there, he moved to Horicon, 
Wisconsin. Later he returned to Hastings. He died in Hastings of apoplexy 
in November, 1888, at the age of thirty. 


E. E. Shrader (or Shroeder), who was graduated from Jefferson Medical 
College in 1893, located at Watertown, Carver County, about 1895. He soon 
had a very good practice there which drew from the towns of that vicinity. 


J. D. Simpson, a graduate of the Medical College of Chicago in 1881, came 
to Shakopee early in that year. In May of the same year he moved to Hender- 
son, Nicollet County. Soon after that he married Miss Sarah Lord of Shako- 
pee. Dr. Simpson spent the year 1893 in New York and the following year 
in study in the hospitals of England where he specialized in diseases of the 
eye. In July, 1894, he settled in Minneapolis, where he practiced for a num- 
ber of years, although he continued to keep up his contacts with the people 
of Shakopee. 


Herbert O. Smith was a homeopathic physician who was graduated from 
Hahnemann Medical College, Chicago, in 1881. Before coming to Shakopee 
in June, 1881, he spent some time as a student of Dr. John A. Steel of Min- 
neapolis. His card read: 


H. O. Smith, M.D. 
Physician & Surgeon 
Shakopee, Minnesota 
All cases of Surgery or General Practice in 
town or country attended promptly. Office 
over McMullen’s store. Residence Ist door 
east of Occidental hotel. 
10 to 12 a.m. 
Office hours 2 to 4 p.m. 
7 to 8 p.m. 


He soon became one of the best known and busiest doctors in the county. 
He had a famous team of horses which brought him to each call in the mini- 
mum of time. Evidently he prospered; his home was spoken of as one of 
the most imposing in town and it was constantly being improved. He took 
frequent trips to Minneapolis and Saint Paul and had many house guests. Dr. 
and Mrs. Smith were very active in organizational work. The doctor was 
interested in the Shakopee Equitable Aid Union and held many offices in 
that society; he also held offices in the E.A.U., in the King Solomon Lodge 
No. 44, A. F. & A. M., in the A.O.U.W., in the Children’s Home Society, 
the St. John’s chapter of the Royal Arch Masons, and the Masonic Auxiliary 
in Shakopee. For several years he served as city health officer in Shakopee, 
also as county physician, and was for many years a member of the pension 
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examining board. He also took an active interest in the schools and in the 
building of the new Presbyterian church in 1900. 

John Elfred Soper, who was graduated from the University of Minnesota 
Medical School in 1894, came to Norwood, Carver County, in January, 1899, 


after the death of Dr. Koch of Norwood. He had previously practiced at 
Delano. 


Dr. Southworth came to Belle Plaine in the middle fifties. In 1861 he was 
elected a director of the Scott County Agricultural Society. 


Hugo Speier, who had been educated in medicine in Berlin, Germany, 
settled in Belle Plaine about 1883 and married there. He was licensed to 
practice medicine in Minnesota on December 31, 1883, and was graduated 
from the College of Medicine of the University of Minnesota in May, 1884. 
In July, 1884, he settled in Jordan, where he shared offices with Dr. Walter. 
His professional card read: 

Dr. H. Speier 
Physician & Surgeon 
(Deutscher Arzt) 

Office with Dr. Walter 
Residence in F. Nicolin’s building, at south 
end of stone bridge. 

Jordan, Minn. 


Beginning in February, 1901, Dr. Speier was in Rochester, Minnesota, about 
ten years. He came to Rochester from Janesville, Wisconsin, with a record 
of having practiced medicine in Duluth some fourteen years and in Janesville 
four years. 


C. S. Stoddard started the practice of his profession at Shakopee in 1874. 

During his stay of five years in Shakopee he held offices in the Lodge of 
Good Templars at Shakopee, and in the Grand Army of the Republic of 
Minnesota. In 1875 he was appointed United States examining surgeon for 
pensioners of Scott County. In 1879 he moved to California where he prac- 
ticed for many years. In 1900, while in Safta Barbara, California, he wrote 
a series of articles called “Looking Backward” which told of his experiences 
in Shakopee during the seventies. These were published in the Scott County 
Argus in that year. 


W. Strickland came from Shell Rock, Iowa, to Jordan, Scott County, in 
July, 1879. He decided not to stay and left in search of a new location in 
August of that year. 


F. H. Stuart opened an office in Shakopee for the practice of metlicine and 
surgery in October, 1879. He worked up a fine practice, then suddenly left. 
He next settled at Ada, Kittson County, where he became notorious, first leav- 
ing under a cloud, then returning, only to disgrace himself by killing another 
physician in a fight in 1885. 


L. S. Thompson located in Shakopee in March, 1874. In his card he re- 
ferred by request to Drs. Murphy, Hagan, Richeson and Stone of Saint Paul. 
He arrived soon after Dr. Stoddard and proved an energetic rival. In April 
he was selected by the pension department to fill the vacancy made by the 
death of Dr. Wakefield as United States examining surgeon for Scott County. 
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After remaining about one year in Shakopee, he moved to Honolulu where 
he engaged in raising sugar cane. 

E. L. Thorp, “physician, surgeon, and accoucheur,” located at Jordan in 
March, 1879, but departed in a few months to practice medicine at Shell . 
Rock., Iowa. 


C. F. Tuomy, who received his degree of doctor of medicine from the 
University of Michigan in 1896, arrived in Chaska in January, 1897, and 
soon came to the front as a successful practitioner. In April, 1898, he was 
elected to serve for three years on the Chaska board of health. In September 
of that year he was elected to fill the position of assistant physician at the 
state hospital at St. Peter. 


Dirk Van Krevelin came from Hokah, Houston County, to Belle Plaine in 
1879. He announced that he had had a large experience in the tropics and 
malarial districts, on shipboard, and in marine and naval hospitals. In 1880 
he served as coroner of Scott County. He was considered both honest and 
genial and he had a good following. In 1888 he bought the store of R. Zeglin, 
a well known merchant at Hollywood, a town near New Germany, Carver 
County. It was a general merchandise store, and the doctor added a hardware 
store to it. The next year he sold out at cost, having decided to give up the 
merchandising business. He then settled at Waconia, where he practiced 
medicine until 1897 when he moved with his family to Silver Lake, McLeod 
County.* 


Dr. Van Pol practiced near Benton, Carver County, about 1886. He died 
in 1888 and was buried from the Catholic church at Cologne. 


A. Wagner was graduated from the University of Berlin (University of 
King Frederick Wilhelm) in 1873. He was a specialist in diseases of women. 
In June, 1887, he came from Joliet, Illinois, where he was physician for St. 
Joseph Hospital, to locate at Waconia. He was successful there and in 
the nearby towns. In November of that year he moved to Chaska. Three 
months later, he moved to Saint Paul where he was associated with Dr. A. J. 
Stone in the Saint Paul Medical College. 


John L. Wakefield was born in Winsted, Connecticut, in 1823. He was 
graduated at Yale College in 1847 and commenced the practice of medicine 
under the direction of his father at Winsted. He came to Shakopee in the 
spring of 1854, and practiced there until his death in 1874, at the age of 
fifty-one years. 

In 1862, at the time of the Indian outbreak, Dr. Wakefield was physician 
to the Yellow Medicine Indian Agency. The doctor escaped, but members 
of his family were captured by the Indians and held for six weeks until re- 
captured by the troops. Dr. Wakefield became postmaster in Shakopee in 
1869. At the time of his death he had a very extensive practice and was one 
of the prominent citizens of that vicinity. 


A. B. Walter was among those who made claims in 1854 in Belle Plaine, 
although he did not reside in that village or practice medicine there until 
1860. After five or six years in Belle Plaine, he sold his claim and moved to 
Jordan, also in Scott County. 

Dr. Walter was one of the best and most popular physicians in the county. 


*See Notes on History of Medicine in Houston County. 
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About 1879 he and Dr. F. W. Cram formed a co-partnership, and the two 
physicians paid daily visits to Belle Plaine, and attended many patients in 
the country as well. In 1881 Dr. Cram departed, and Dr. Walter continued 
to practice in Jordan until 1887, when he moved to Minneapolis. In the 
“winter of 1888-1889, Dr. and Mrs. Walter lived in Shakopee with their 
daughter, Mrs. Southworth. The Scott County Medical Society was formed 
about that time (1887) and Dr. Walter became a member. He next moved to 
Princeton, Minnesota, where he remained until 1897. At that time he and 
Mrs. Walter moved to Sheldon, Iowa, to live with their son-in-law, Dr. 
F. W. Cram and his two children. Dr. Walter died there at the age of 
eighty years in 1898. 


Josiah S. Weiser, of German descent, was a native of Berks county, Penn- 
sylvania. He came with his parents and two brothers to Minnesota in 1853. 
His father died from cholera on the Mississippi River boat on which they 
finished the journey, and was buried at Saint Paul. 

Dr. Weiser settled in Shakopee about June, 1855, and his professional 
card appeared in the first issue of the Shakopee Independent. In April, 1856, 
he entered into a co-partnership with Dr. C. L. Davenport. This was dis- 
solved by mutual consent a few months later. In 1859, when Dr. Weiser 
became the partner of David L. How, druggist and chemist, he continued 
to attend to the practice of medicine and surgery. He was interested in 
public affairs and often took part in debates and discussions. Dr. Weiser 
was well liked and respected by the settlers in Shakopee; in 1858 he was 
elected mayor of the city. 

In 1862 when he received appointment as Surgeon to the First Regiment 
of Mounted Rangers under Colonel McPhail, the women of Shakopee made 
him a present of a sword and a belt. It was in the outbreak of the Sioux 
during the next year that he met his death at the age of thirty years. An 
account of his heroism may be found in the records of the Sioux outbreak. 
Suffice it to say he is ranked among the heroes of pioneer days who were 
members of the medical profession. Ten miles north of Tappan, Minnesota, 
there is today a gray granite marker bearing the legend: 


Sibley Trail 

Dr. J. S. Weiser Shot Here 
By Indians 
July 24, 1863 


K. B. Wilkinson was a physician and surgeon who located at Jordan in 
August, 1876. His stay was of short duration. 


Phillip M. Williams was a physician and surgeon who located at Belle 
Plaine in March, 1858. The following quotation from the Belle Plaine Enquirer 
for May 13, 1858, is not too flowery to indicate the place Dr. Williams held 
in the community: 

Our Citizens are sorry to learn that Doct. Williams leaves Belle Plaine for another field 
of professional practice. It was not indeed expected that a physician of his acquirement and 
thorough training could long be retained in a comparatively new region when there were so 
many larger and more congenial fields for the display of medical skill in the older cities 
of the country. 

Dr. Williams had been in Belle Plaine less than one year and yet he had acquired a widely 
extended business and to our knowledge had also given the highest satisfaction. 

Equally popular and respected in social as in professional life is Doct. Williams, for our 
friend is a gentleman as are all the Virginians in Belle Plaine. 
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President’s Letter 


THE BROOKINGS REPORT , 


One of the most significant books to be published recently—and one which will certainly 
come as “good news” to physicians—is a small volume entitled “The Issue of Compulsory 
Health Insurance.” This book, an impartial and unemotional presentation of facts, not prop- 
aganda, is the work of a research agency famous for its work in the social sciences, the Brook- 
ings Institution of Washington, D. C. 

Every physician will want to read this book, for its contents are indeed heartening—as well 
as enlightening. In fact, every thinking American should become familiar with it. It is a 
very unimposing volume, bound in a modest blue cover, but in its pages are some of the most 
cogent arguments in behalf of the voluntary system of providing for medical care yet to be 
advanced. 

The evidence against compulsory health insurance is conclusive. In the opinion of the 
Brookings experts, it would be unwise to legislate, in place of the present system, a fed- 
eralized medical care plan. Such a plan, they hold, would be distinctly detrimental to medical 
progress. 

The Brookings report is the work of two of the Institution’s senior staff members, Drs. 
Lewis Meriam and George W. Bachman, both of whom are familiar with government service, 
medical research and public health. They have examined all of the literature in the field and 
have carefully evaluated all of the evidence; the result proves definitely that traditional Amer- 
ican methods are superior to foreign ideologies, 

All things considered—American death rate, life expectancy, medical costs, capacity to pay, 
and all the rest of the factors that must be fitted into the American health picture—the Brook- 
ings report concludes that the present system is basically sound. Certain arguments often used 
in support of compulsory measures are effectively refuted, for example, the “draft statistics.” 
It is shown that the so-called draft statistics are unreliable as a measure of the health of this 
nation and cannot be used to show medical needs. 

Another striking point made by the Brookings report is one which physicians have argued 
for some time: that people won’t be any more able to pay a health tax than they are able 
to budget for medical bills on a voluntary basis. It is also pointed out that there aren’t 
enough facilities, trained workers and qualified professionals to carry out a compulsory health 
program should one be instituted. 

The Brookings report has been made upon request of Senator H. Alexander Smith, chair- 
man of the subcommittee on health of the Senate Committee on Labor and Public Welfare, 
which is charged with the duty of evaluating proposed federal health legislation. Senator 
Smith asked specifically that the Brookings Institution evaluate the relative merits of two 
bills which have been pending before the Ejightieth Congress, S. 1320 (paralleling the 
Wagner-Murray-Dingell Bills) and S. 545, the Taft-Smith-Ball-Donnell Bill. 

The proposal labelled S. 1320, which is in essence a bill to create an over-all federal health 
plan, is not recommended by the Brookings report. The report favors, rather, the other 
measure, which would provide federal grants-in-aid to states so that each individual state 
could develop its own plan adapted to fit local needs. 

The fact that the Brookings Institution is recognized as a thoroughly independent organi- 
zation only serves to increase the indebtedness of the medical profession to it for the excellence 
of this objective piece of work. It should spur the effort of physicians everywhere to fight even 
more vigorously for what we believe is right and what has been proved to be the better 


i Gani 


President, Minnesota State Medical Association 








Jury, 1948 


805 














+ Editorial + 


Cart B. Drake, M.D., Editor; Georce Eart, M.D., Henry L. Utricu, M.D., Associate Editors 





THE STATE MEDICAL MEETING, 1948 


T HE ninety-fifth annual meeting of the Minne- 
sota State Medical Association which was 
held in Minneapolis, June 6-9, was the largest in 
registration in history. Some 1,989 physicians, 
768 nurses, 525 exhibitors, 349 Woman’s Aux- 
iliary members, and 609 guests attended. The 
1949 meeting will be held in Saint Paul. 


The following officers for 1949 were elected: 


President-elect: Ernest M. Hammes, M.D., Saint Paul 
(takes office as president, January 1, 1949) 

First Vice President: C. E. Proshek, M.D., Minneap- 
olis 

Second Vice President: A. E. Sohmer, M.D., Manakto 

Secretary: B. B. Souster, M.D., Saint Paul (re-elected) 

Treasurer: W. H. Condit, M.D., Minneapolis (re-elected) 

Speaker of the House of Delegates: Charles G. Shep- 
pard, M.D., Hutchinson (re-elected) 


Vice Speaker of House: Haddon M. Carryer, M.D., 
Rochester (re-elected) 


Councilors: 

Fifth District: Justus Ohage, M.D., Saint Paul (to 
replace Dr. E. M. Hammes) 

Fourth District: H. J. Nilson, North Mankato (suc- 
ceeding Dr. Sohmer) 

Sixth District: O. J. Campbell, M.D., Minneapolis 
(re-elected ) 

Eighth District: W. L. Burnap, M.D., Fergus Falls 
(re-elected ) 


Delegates to the American Medical Association : 


J. A. Bargen, M.D., Rochester (succeeding Dr. A. W. 
Adson) 
W. A. Coventry, M.D., Duluth (re-elected) 


Alternate delegate to the American Medical As- 
sociation : 
J. C. Hultkrans, M.D., Minneapolis (re-elected) 
W. L. Burnap, M.D., Fergus Falls (re-elected) 


On Sunday afternoon, Dr. Ludwig L. Sogge 
of Windom received a special citation presented 
by the Council of the Association for services to 
his colleagues and the people of the state. 

Dr. Alfred W. Adson of Rochester presented 
the citation which read in part: 
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. we all commend you for your extraordinary service 

. your high ideals, your understanding of human 
nature, your honest, frugality, loyalty and patience 

. It is known that you at personal sacrifice have 
given much of your time during the past twenty-three 
years in directing the activities of the committee on 
public policy and entitle you to some relief of that re- 
sponsibility and to the honorable position of counselor 
to that committee. 


Dr. A. J. Chesley, Secretary and Executive 
Officer of the Minnesota S'‘ate Department of 
Health, was honored for his nearly fifty years of 
outstanding service in public health work in the 
United States (and abroad) by being selected as 
the recipient of the 1948 Distinguished Service 
Award of the MSMA. Presentation of the medal, 
a complete surprise to Dr. Chesley, took place at 
the annual banquet on Tuesday night. 

Dr. Leonard S. Arling, of Minneapolis, re- 
ceived the annual medal for the best scientific 
exhibit by an individual physician presented by the 
Southern Minnesota Medical Association for his 
exhibit ‘What Is Industrial Medicine” Judges who 
made the selection were: Ernest M. Hammes, 
Saint Paul; Harold L. Gainey, Kansas City, 
Kansas; and Sanford S. Sisson, Jacksonville, 
Florida. 

Four members from the list of thirteen eligible 
to receive certificates citing them for having com- 
pleted fifty years of practice which entitles them 
to membership in the Fifty Club were present 
at the banquet. They were: Dr. Gerhard A. Dahle, 
Mankato; Dr. Alex E. Hedback and John R. 
Petersen, Minneapolis; and Dr. William F. C. 
Heise, Winona. Those unable to attend the ban- 
quent were: Drs. Aloysius S. Fleming, Carl J. 
Lind and N. H. Sheldrup, Minneapolis ; Drs. Frank 
E. Burch, James S. Gilfillan and Asa M. Johnson, 
Saint Paul; Dr. Leon A. Williams, Slayton; Dr. 
Joseph G. Parsons, Crookston; and Dr. William 
B. Torgerson, Oklee. 


The Council made the following statement in 
regard to rebates: 


The Council hereby declares itself as unalterably op- 
posed to all forms of rebates and declares the acceptance 
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ef such as an unethical practice and grounds for dis- 
ciplinary action by the county societies. 

It is recommended that any practice which might give 
rise to’ public suspicion that a business arrangement 
exists between a commercial house and a physician be 
discontinued. 

The Council assures the House of Delegates that it is 
fully aware of the serious damage to our public relations 
which has occurred due to the publicity given the gov- 
ernment action against the members of our Association. 

The Council is alerted and will inform the county so- 
cieties when it is timely to inrplement the above sug- 
gested action. 


Among the numerous matters acted upon by 
the House of Delegates at the meeting, the fol- 
lowing deserve special mention: 


Approval of a special assessment of $10.00 on each 
member starting January 1, 1949, to implement the 
present public relations program of the State Association. 

Reaffirmation of its support of enabling legislation 
for establishment of county and multiple County Public 
Health Units and instruction of the Committee on Public 
Policy to actively support such legislation next year. 

After hearing considerable discussion, during which 
the opposition to the resolution approved by the House 
last year for having the laboratory of the State Depart- 
ment of Health carry on Rh typing service for physicians 
of the State was led by members of the Minnesota So- 
ciety of Clinical Pathologists, the House of Delegates ap- 
proved a resolution to rescind its former action. As- 
surance was given by the pathologists that they are ade- 
quately staffed and equipped to handle all work of this 
nature. 

The annual report of the Committee on Medical Serv- 
ice recommending an upward revision of the present 
allowance for medical services to recipients of govern- 
ment aid was approved. These provided for a general 
over-all increase of 25 per cent after certain items, 
against which most complaints have been heard have 
first been raised. The Committee had met with the 
Minnesota Division of Social Welfare and discussed 
this whole matter in May, and will now ask that agency 
to permit these new allowances to become effective July 
1, 1948. 


The resolution in regard to vaccination with 
BCG submitted by the Committee on Medical 
Education and adopted by the House of Dele- 
gates seems worth reporting in full: 


RESOLUTION 

WHEREAs it is a well-known clinical fact that tuber- 
culosis is a disease against which the human body 
frequently cannot develop strong, dependable, and per- 
manent immuaity, and 

Wuereas the use of BCG vaccine is authoritatively 
reported to provide a relative immunity of varying de- 
gree and duration, and 
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Wuereas the American Trudeau Society after ex- 
tensive consideration has said “BCG vaccine, prepared 
under ideal conditions and administered to tuberculin- 
negative persons by approved techniques, can be con- 
sidered harmless 

BE IT THEREFORE RESOLVED that the House of Dele- 
gates of the Minnesota State Medical Association approve 
the use of BCG vaccine in the state of Minnesota, 

1. Provided that its use be limited to those persons 
with negative-tuberculin skin-test reactions who may be 
exposed to unusual hazards of tuberculous infection 
greater than the danger experienced by the general 
population, and 

2.. Provided that vaccination be carried out under con- 
ditions which permit prolonged observation of all vac- 
cinated persons, and 

3. Provided that the vaccine employed be obtained 
from the laboratories approved by the United States 
Public Health Service or the Minnesota State Board 
of Health, and 

4. Provided that all instances of persons vaccinated 
with BCG vaccine shall be reported to the Minnesota 
State Board of Health, and 

5. Provided that recognition be given to the fact that 
the use of BCG vaccine is not a substitute for accepted 
methods of tuberculosis prevention and control, and 
should not lead to a relaxation of such precautions. 

Happon M..Carryer, M.D. 
Chairman 


The Cancer Committee of the Association sub-— 
mitted an outline of a project to be known as 
“The Cancer Education Service” of the Cancer 
Committee of the MSMA. (See June issue, page 
674). 

In considering this project as outlined by Dr. 
Wells, Chairman of the Cancer Committee, the 
Council approved the project subject to the de- 
clared principles that clinical material shall be 
used solely for educational purposes and not for 
the purpose of obtaining free consultation serv- 
ices, and recommended that the use of cancer 
teams should be arranged through officials of com- 
ponent medical societies only and that the project 
shall be termed a Cancer Education Service of 
the Cancer Committee instead of a Cancer Con- 
sultant Service as originally proposed. 


BLUE SHIELD REPORT FORMS 


A‘ THE present time Minnesota Blue Shield 

has many Medical Service Report forms in 
the hands of physicians throughout the state for 
listing of the services they have rendered Blue 
Shield subscribers. The majority of these forms 
will be returned to the Blue Shield office prompt- 
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ly; others, however, will be tardy and still others 
will never be returned. Those that are tardy or 
are never returned are those about which we are 
concerned. Those which are not returned cause 
trouble for the office personnel, the Blue Shield 
subscriber, and also for the attending physician. 

First, the Blue Shield office must carry a re- 
serve for unreported and unpaid claims. The de- 
linquent cases increase the accounting procedure 
and also require extra checking, in that duplicate 
Medical Service Reports must be sent out each 
month in the event the original has been lost, 
misplaced, or overlooked by the physician. This 
additional procedure requires additional person- 
nel. 


Second, the subscriber will write or call the 
Blue Shield office to inquire as to when his case is 
to be paid. It is embarrassing to tell him that the 
report has not been returned from the physi- 
cian’s office, for in some cases the subscriber has 
received a statement from the attending phy- 
sician on which no credit is shown for Blue 
Shield payment. This makes the subscriber won- 
der whether this organization is slow or whether 
it is going to make any payment on his claim. 
At the present time there are cases pending, dat- 
ing back to January and February, 1948, that 
are unpaid merely because the attending phy- 
sician has not returned the completed Medical 
Service Report form. 

Third, the physician is inconvenienced in that 
he does not receive his payment as promptly as 
he could. If the physician’s statements are sent 
out without first returning the Blue Shield form, 
the subscriber frequently gets the impression that 
the physician is trying to “put something over” 
on him and collect from him as well as from 
Blue Shield. We know that this is not the case, 
but some subscribers are difficult to convince. 


To sum up, physicians are urged to complete 
any forms they may have received from the Blue 
Shield office and return them as rapidly as pos- 
sible, so that cases may be paid off in the short- 
est possible time. The first Minnesota Blue 
Shield claims were paid off on a monthly basis, 
but with that system some claims were held 
about two months before payment could be made. 
In April the procedure was changed to a weekly 
pay-off basis which made it possible for more 
cases to be paid before the physician’s monthly 
statements are sent out. This method has proved 
very satisfactory in that both the physician and 
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the subscriber are better satisfied with Blue 
Shield service. By paying weekly no completed 
claim is held in the office over ten days and the 
Blue Shield staff is justly proud of this, for there 
are few if any other plans in the country that 
can boast of such service. 

Once again you are urged to return forms 
promptly and remember, too. that you also bene- 
fit in that the sooner the form is returned, the 
sooner you get paid. 





METOPON AVAILABLE 


HYSICIANS who have had patients suffering 

from severe and persistent pain have realized 
the shortcomings of morphine and other opium 
derivatives for prolonged use because of side- 
effects, such as emesis, constipation, sedation, ac- 
quired tolerance, and addiction. The usual need 
for hypodermic administration is also an incon- 
venience. 

The discovery by Small in 1936 of a substitution 
product of morphine methyldihydromorphinone, 
for which the official name of metopon hydrochlor- 
ide has been adopted, and the determination of 
its pain-killing properties on oral administration 
led the Committee on Drug Addiction and Nar- 
cotics of the National Research Council to insti- 
tute an investigation of its clinical possibilities. 
Physicians were permitted to obtain metopon di- 
rectly for clinical trial on cancer patients suffering 
from pain. Conclusions have been drawn from 
the experience of over 2,000 physicians with over 
4,000 patients and were published by the Council 
on Pharmacy and Chemistry in the May 22, 1948, 
issue of The Journal of the AMA (page 365). 

The report indicates that metopon is a valuable 
pain killer, even on oral administration, and has 
little tendency to produce the undesirable side 
actions commonly experienced with morphine. 
While not by any means entirely effective in pre- 
venting withdrawal symptoms in morphine ad- 
dicts, it is of some value as a substitute. Its 
most satisfactory results are obtained if used in 
the relief of pain before too much reliance has 
been put upon morphine. 

Metopon can now be obtained on prescription 
at the pharmacies in 3 mg. capsules only. It is 
a narcotic and subject to the same regulations as 
other narcotics. Attention is drawn to the min- 

(Continued on Page 811) 
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Edited by the Committee on Medical Economics 
of the 
Minnesota State Medical Association 
George Earl, MLD., Chairman 





MEDICAL GROUP SEEKS TO UNITE 
WORLD PHYSICIANS 


Doctors of forty-six nations are now represent- 
ed in an international organization designed to 
promote health throughout the world—the World 
Medical Association. Thus another step toward 


the realization of international understanding and - 


peace through the provision of a means of jointly 
meeting some of the mutual problems faced the 
world over has been taken. This association, to- 
gether with the newly formed World Health Or- 
ganization, which is now virtually assured full 
U. S. support, is a bright spot in an otherwise 
sober international picture. 

Created in Paris, September 18, 1947, the 
World Medical Association had been exactly one 
year in the making, with thirty-two national med- 
ical associations working together to draw up the 
plans, Prominently figuring in the promotional 
work is the American Medical Association. Dr. 
Louis H. Bauer, Hempstead, New York, is one of 
the ten administrative councilors elected by the 
delegates to the organization meeting; headquar- 
ters of the association will be in New York. 

Closest possible liaison with the United Nations 
Educational, Scientific and Cultural Organization 
(UNESCO) and with the World Health Organ- 
ization is to be maintained so as to keep the med- 
ical profession throughout the world in touch with 
these and other groups whose activities lie in med- 
ical and health fields. 


Seven Basic Objectives 


The primary objectives of the World Medical 
Association have been outlined as follows : 


1. To promote closer ties among the national 
medical organizations and among the doctors of 
the world by personal contact and all other means 
available. 


2. To maintain the honor and protect the in- 


terests of the medical profession. 


Jury, 1948 


3. To study and report on the professional 
problems which confront the medical profession 
in the different countries. 

4. To organize an exchange of information on 
matters of interest to the medical profession. 

5. To establish relations with, and to present 
the views of the medical profession to, the World 
Health Organization, UNESCO and other appro- 
priate bodies. 

6. To assist all peoples of the world to attain 
the highest possible level of health. 

7. To promote world peace. 

There is considerable evidence that these ob- 
jectives will receive strong world support. 

It is significant that Prague, Czechoslovakia, 
was selected for the 1948 meeting in view of its 
long medical history. Desirability of a European 
meeting place stems from the travel problem for 
delegates from Europe and their inability to af- 
ford a long trip. Prague physicians are hoping 
that an assembly of medical men from all over the 
world might stimulate a restoration of this former 
great teaching center. 


To Maintain Local Committees 


In addition to the general office and secretary in 
New York, it is planned that the World Medical 
Association shall have assistant secretaries in 
strategic areas of the world as well as local com- 
mittees in each nation. 

It is also planned to publish a journal of the 
activities of the association in three languages— 
English, French and Spanish. Financing of the 
association presents certain grave difficulties, it is 
noted. Some countries restrict their citizens’ 
spending money too extensively outside of their 
own particular borders, while in other countries 
there is utter economic chaos. It is not expected 
that the association will be self-supporting very 
soon ; it will undoubtedly have to rely on financial 
assistance from outside. Many organizations and 
individuals have pledged to contribute substantial 
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sums, which will enable the association to go 
ahead with present plans. 


The Council of the World Medical Association 
is exploring the possibility of making arrange- 
ments whereby funds advanced to the association 
will not be taxed by the respective countries. 


Participating Nations Listed 


In addition to the United States, forty-five na- 
tions are participating in the World Medical As- 
sociation : Argentina, Australia, Austria, Belgium, 
Brazil, Bulgaria, Canada, Chile, China, Colombia, 
Costa Rica, Cuba, Czechoslovakia, Denmark, 
Egypt, Ecuador, France, Great Britain, Greece, 
Guatemala, Honduras, Hungary, India, Iraq, Ire- 
land, Italy, Luxembourg, Mexico, Netherlands, 
Nicaragua, Norway, Palestine (both Arab and 
Jewish states), Panama, Peru, Poland, Portugal, 
Puerto Rico, San Salvador, Spain, Sweden, Swit- 
zerland, Turkey, Uruguay, and Venezuela. 


Out of courtesy to the nation entertaining the 
organizational meeting of the World Medical As- 
sociation, Professor E. Marquis, Director of the 
School of Medicine of Rennes, France, was 
elected first president. Dr. Thomas C. Routley, 
Canada, was chairman of the organizing commit- 
tee. Dr. Charles Hill, secretary of the British 
Medical Association, was elected honorary secre- 
tary until such time as a permanent secretary is 
appointed; Dr. Otto Leuch, Switzerland, is hon- 
orary (temporary) treasurer. 


One of the first resolutions to be passed by the 
new group is one which gives strong evidence of 
the humanitarian motives behind the new associa- 
tion, It is to be presented for acceptance by phy- 
sicians throughout the world: 


My first duty, above all other duties written or un- 
written, shall be to care to the best of my ability for 
any person who is entrusted to or entrusts himself to 
me, to respect his moral liberty, to resist any ill treat- 
ment that may be inflicted on him, and, in this con- 
nection, to refuse my consent to any authority that re- 
quires me to ill-treat him. 


Whether my patient be my friend or my enemy, even 
in time of war or in internal disturbances, and what- 
ever may be his opinions, his race, his party, his social 
class, his country, or his religion, my treatment and my 
respect for his human dignity shall be unaffected by 
such factors. 
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PUBLIC HEALTH DISCUSSED AT 95TH 
ANNUAL MEETING 


A prominent feature of the ninety-fifth annual 
meeting of the Minnesota State Medical Associa- 
tion, held in Minneapolis last month, was an aft- 
ernoon session devoted to a discussion of public 
health problems. 


Health was viewed as a continuing job, which, 
as our standards continue to advance, will always 
remain unfinished. A panel of distinguished 
speakers, each of whom was qualified by wide ex- 
perience in his particular field, presented the 
viewpoint that health is not merely the physical 
condition of an individual; it embraces, rather, a 
number of important factors — employment, 
wages, education, housing, standards of living, 
physical facilities—and a host of other considera- 
tions. 


Speakers included Dr. John O. Christianson, 
superintendent of the University of Minnesota 
School of Agriculture ; Dr. Lloyd E. Harris of the 
Section on Pediatrics of the Mayo Clinic and the 
Rochester Child Health Institute; Dr. Robert L. 
Novy, Detroit, president of Michigan Medical 
Service ; and Dr. Morris Fishbein, Chicago, editor 
of the Journal of the American Medical Associa- 
tion. Senator Ball was to have appeared, but be- 
cause of the press of legislative duties, he had 
to cancel out. His prepared talk was read by Dr. 
Reuben F. Erickson, Minneapolis, chairman of 
our State Committee on Public Policy. 


Meeting Well Attended 


Approximately 500 persons attended the public 
health meeting, to which allied professionals as 
well as the public at large were invited. 


Dr. Christianson told of the part which the 
leaders of farm and rural groups must play in 
promoting health and urged that the medical pro- 
fession continue its efforts to extend health edu- 
cation. Dr. Novy outlined the need for the spread 
of voluntary health insurance as a method of 
budgeting for medical and hospital expenses. 

Bringing a healthy child into the world and 
keeping him healthy in mind and body was de- 
scribed by Dr. Harris as the real “first line of de- 
fense” in this country. He pointed out that every 
child should have the best possible start in life, 
which includes adequate prenatal and childbirth 
care for every mother; proper attention through- 
out infancy—scientific nutrition, immunization 
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MEDICAL ECONOMICS 


against preventable disease and proper mental 
environment—as well as watchful guidance 
throughout childhood. These aims, he pointed out, 
are among several included in the over-all health 
program of the American Medical Association, 
which the medical profession stands ready to 
carry out with the help of an intelligent public. 


Federal Program Unlikely 


Senator Ball’s message revealed that compul- 
sory health insurance does not stand a chance of 
being enacted by the Eightieth Congress. He 
said that “the whole trend in Congress in the 
past three years has been away from further ex- 
periments in socialization rather than toward 
them.” 

Mr. Ball outlined some of his own views as to 
the development of a “sound federal health pro- 
gram” including “a positive rather than a nega- 
tive approach to health . . . co-ordination of vet- 
erans medical care and the public health service 
... @xpansion in research ... federal aid for more 
adequate sewage disposal where needed 
health education . . . and further assistance to 


‘states for medical care for indigents.” 


Senator Ball concluded that “the United States 
will achieve far greater and more rapid progress 
in the field of public health, as in others, if it 
sticks to the principles of freedom through which 
so much has already been achieved.” 


Teamwork in Health Cited 


The “magnificent teamwork” of people in the 
health professions has enabled the United States 
to reach its present outstanding standard of 
health, Dr. Fishbein told the conference. 

He paid tribute to the countless workers who 
have contributed to U. S. health—physicians, pub- 
lic health workers, social workers, hospital ad- 
ministrators, technicians, clinical pathologists, 
sanitary engineers, .entomologists, nurses, dieti- 
cians, and medical record librarians. He cited par- 
ticularly the work done in the field of tuberculosis 
as one of the conspicuous examples of what he 
termed “teamwork in the conservation of human 
resources.” 

The outstanding feature of American medicine 
today, Dr. Fishbein declared, is its continuation 
in the field of what is commonly called private 
enterprise. He then pointed to the importance of 
the general practitioner to the maintenance of our 
present system of medical care. 
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“The general practitioner is the functioning 
unit of American medicine,” Dr. Fishbein said. 
“Upon him devolves the duty of being the first to 
detect disease and the first to give proper care for 
the vast majority of conditions for which people 
consult doctors.” 

Dr. Fishbein concluded that “in every phase of 
medical care in our nation today there is team- 
work. It is a teamwork that has grown out of the 
needs of man, but principally out of the advance- 
ment of medical science and a recognition of the 
necessity for co-operation, co-ordination and 
integration for maximum achievement.” 


REGIONAL HEALTH DAY MEETINGS 
PLANNED 


The State Medical Association, the Wom- 
an’s Auxiliary and the Minnesota Department 
of Health have joined forces in planning a se- 
ries of regional health day meetings this fall to 
include every section of Minnesota. Eight such 
meetings are to be scheduled in the following 
locations: Bemidji, Crookston, Duluth, Fergus 
Falls, Mankato, Rochester, St. Cloud and Will- 


mar. 


Sponsored by the local medical societies 
and their auxiliaries and the public health de- 
partment personnel in each community, local 
citizen participation and interest will be active- 
ly sought in the round-table and general meet- 
ing discussions on timely health topics for 
which the profession will serve as consultants. 





METOPON AVAILABLE 
(Continued from Page 808) 


imal initial dose of 6 mg. for patients who have 
not been taking other opium derivatives, if satis- 
factory analgesic effect is to be expected. Those 
who have had previous opiates will probably need 
9 mg. or more initially. Effects are said to last 
from five to ten hours, and repeat doses and inter- 
vals depend on various factors, those who have 
had previous narcotic medication requiring larger 
and more frequent doses. In substituting meto- 
pon for other opiates, rapid reduction rather than 
abrupt discontinuance of the previous medication 
is advisable. 
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In Memoriam 





JOHN C. M, BRUST 


Dr. John C. M. Brust, who was a fellow of the Mayo 
Foundation in 1932 and received an M.S. in proctology 
from the University of Minnesota in 1934, died May 14, 
1948, in Syracuse, New York. 


WILLIAM CHARLES EHMKE 


Dr. William C. Ehmke of Willow River, Minnesota, 
passed away at his home on May 9, 1948, following a 
heart attack. 

Dr. Ehmke was born January 20, 1881, in Le Sueur 
County, Minnesota. He attended Le Sueur High School 
and obtained his M.D. degree at the Minneapolis College 
of Physicians and Surgeons in 1905. In 1906, he went to 
Willow River as the company doctor for the Atwood 
Lumber Company. He practiced there until his’ death. 
He was a member of the East Central Medical Society, 
the Minnesota State and American Medical Associations. 

On the occasion of his sixty-fifth birthday, January 20, 
1946, the people of Willow River celebrated in his honor 
the completion of forty years of distinguished service 
to the community. During that time he had been very 
active in civic affairs. He was mayor for over twenty 
years and a member of the school board for over thirty 
years, acting most of the time as president of the board. 

On November 28, 1907, Dr. Ehmke married Pearl 
Soliday. He is survived by his wife and three sons, Wil- 
liam and Lyle of Willow River and Donald of Willmar; 
ene brother and three sisters. 


GEORGE B. HAMLIN 


Dr. George B. Hamlin of Minneapolis died at his home 
May 3, 1948. He was seventy-seven years of age. 

Dr. Hamlin was born in Minnesota on February 10, 
1871. He was a University of Minnesota Medical School 
graduate, having received his degree in 1896. 

He was a member of the Hennepin County Medical 
Society, the Minnesota State and American Medical As- 
sociations. He had received the certificate of recognition 
for fifty years of medical practice from the Minnesota 
State Medical Association. 

Dr. Hamlin is survived by his wife, two sons, Lehan 
and Maurice of Minneapolis, and a brother, Ernest T. 
Hamlin of Santa Barbara, California. 


SERGEANT P. MARTIN 


Dr. Sergeant P. Martin, a fellow in surgery at the 
Mayo Foundation from 1913 to 1917, died January 8, 
1948, in Kenmore, New York, at the age of sixty-one. Dr. 
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Martin practiced urology in Buffalo, New York, after 
leaving the Mayo Clinic. 


JOHN C. SERKLAND 


Dr. John C. Serkland, a practitioner at Rothsay, Min- 
nesota, since 1900, died on May 9, 1948, at the age of 
seventy-six. 

Dr. Serkland was born February 23, 1872, at St. 
James, Minnesota. After receiving his M.D. degree at 
the University of Minnesota in 1900, and after a short 
period of practice in Minneapolis, he located at Rothsay. 


In June, 1904, Dr. Serkland and Berthe Seline Pedersen 
of Rothsay were united in marriage. Mrs. Serkland 
passed away in 1912. They were blessed with three 
children, Alice, Alvin and Chester, who are all living. In 
1920, Dr. Serkland married Anna Langeland, who sur- 
vives him. 

Dr. Serkland was a member of the Park Region Dis- 
trict and Courity Medical Society, the Minnesota State 
and American Medical Associations. Besides giving de- 
voted medical care to his locality, he was much interested 
in civic affairs, serving two terms as mayor of the vil- 
lage, was a member of the council and school board, 
and was a trustee of the Hamer Lutheran church. He 
held membership in the Sons of Norway, the Lutheran 
Brotherhood and the IOOF. According to the Roth- 
say Argus, “Dr. Serkland’s complete honesty and sin- 


cerity carried him the friendship and respect of his com- 


munity and of a wide circle of acquaintances in this 
area. The memory of their family doctor will long re- 
main with the people on the farms and in the village of 
Rothsay.” 


GEORGE ELMER STROUT 


Dr. G. Elmer Strout of Minneapolis died at his home, 
May 10, 1948, at the age of seventy-four. 


Dr. Strout was born in Fargo, North Dakota, Decem- 
ber 23, 1873. He graduated from the University of Min- 
nesota Medical School in 1901, where he was a men- 
ber of Phi Delta Theta and Nu, Sigma Nu fraternities. 
He had practiced ophthalmology and otolaryngology in 
Minneapolis since 1917 and had been an associate pro- 
fessor at the University of Minnesota Medical School 
for some ten years. He was also associated with the 
Nicollet Clinic. A member of the Hennepin County 
Medical Society, he was also a member of the Minne- 
sota State and American Medical Associations. Dr. 
Strout was also a director of the Wells Memorial 
house, a Mason, and a member of the Zuhrah Temple of 
the Shrine and the Minneapolis Club of St. Mark’s Cathe- 
dral. 


Dr. Strout is survived by his widow and a daughter, 
Mrs. Jack B. Hall of Minneapolis, and four brothers. 
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+ Of General Interest + 





Among members recently re-elected to the executive 
board of the Minneapolis Health Action Committee were 
Dr. E. J. Hunekens and Dr, Charles E. Merkert, while 
Dr. Clare Gates was elected secretary of the group. 

* * * 

“Lesions of the Optic Chiasm” was the title of a pa- 
per presented by Dr. Charles W. Rucker, Rochester, at 
a meeting of*the Chicago Ophthalmological Society in 
Chicago late in May. 

* * * 

Dr. James A. Mason, who practiced medicine in In- 
ternational Falls before entering the army in 1940, 
recently established a practice in Portland, Oregon. He 
is confining his practice to the field of orthopedics. 

* 2 2 

Dr. Isadore Fisher, a former Ceylon physician, re- 
ceived an M.S. degree in dermatology and syphilology 
from the University of Minnesota at the June com- 
mencement exercises. 

o * @ 

“What’s New in the Treatment of Rheumatic Dis- 
eases” was the title of a paper presented by Dr. Charles 
H. Slocumb, Rochester, at a meeting of the American 
Academy of General Practice in St. Louis, Missouri, late 
in May. 


Dr. A, H. Field of Farmington was confined to St. 
Joseph’s Hospital in Saint Paul for a week during May 
while being treated for an allergic reaction to penicillin. 
He returned to his Farmington practice on May 13. 

os * 

Appointment of Dr. L. N. Dale, Red Lake Falls, as 
coroner of Red Lake County, was announced on May 20 
by the county board of commissioners. Dr. Dale’s term 
of office will expire December 31, 1950. 

* * * 

A Lake Park physician, Dr. R. Hendrickson, was 
named a member of a Citizens’ Health Committee ap- 
pointed on May 27 by Governor Luther Youngdahl to 
formulate plans for caring for the state’s mentally ill, 

-* * 

“X-Ray Therapy” was the subject of an address by 
Dr. J. R. McNutt, Duluth, at a meeting of the Arrow- 
head Society of X-Ray Technicians on May 26 in St. 
Mary’s Hospital in Duluth. 

* * * 

Among speakers at the twentieth annual meeting of the 
American Society of X-Ray Technicians, held in Minne- 
apolis during the first week of June, was Dr. John D. 
Camp, Rochester, who described a grid-front cassette 


(Continued on Page 816) 
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@ Not all little acorns into great oaks grow. 
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@ Nor do all little children reach optimal height. 


Nutritional elements absolutely essential to optimal 

growth and function are today available in convenient 
economical forms. Vitamins D and A—alone or com- 
bined with other growth and health promoting vitamins 
—are provided in potencies suited to supplementation, 
maintenance, and prophylaxis through infancy, child- 


hood, adolescence, and adulthood, for as long as growth 
and life persist. 


fine pharmaceuticals since 1886 


Upjohn Vitamins 


815 











AMES company, INC. 


816 





OF GENERAL INTEREST 


4 OBJECT: 


DRAINAGE 


In discussing the management of 
chronic cholecystitis without 
stones, Albrecht states: 


“The object of the medical 
procedure is to assist in drain- 
ing an infected organ.” * 


The specific hydrocholeretic 
action of Decholin (chemically 
pure dehydrocholic acid) accom- 
plishes this purpose. 


Decholin induces bile secretion 
which is thin and copious, flush- 
ing the passages from the liver to 
the sphincter of Oddi, and carry- 
ing away infectious and other 
accumulated material. 


How Suppuiep: Decholin in 334 
gr. tablets. Packages of 25, 100, 
500 and 1000. 

*Albrecht, F. K.: Modern Management in Clinical 


Medicine, Baltimore, The Williams and Wilkins 
Co., 1946, p. 170. 7 


S 
Decholin 


BRAND + REG. U.S. PAT. OFF. 


-EELKHART, INDIANA 


(Continued from Page 814) 
which he had developed. Approximately 600 delegate: to 
the convention from all parts of the United States, ( an- 
ada and Hawaii attended the meeting. 

7 S. 

Due to incorrect information, it was announced in the 
June issue that Dr. H. Robert Ransom was leaving 
Osseo to establish practice in Crosby. Word has come 
from Dr. Ransom that he is remaining in Osseo, where 
he is associated in practice with Dr. T. J. Bloedel. 

* * 

The Jaracki Memorial Lecture was delivered by Dr. 
Virgil S. Counseller, Rochester, at Jewish Hospital in 
Philadelphia on May 22. The title of Dr. Counseller’s 
lecture was “A Clinical and Surgical Review of Vesico- 
vaginal Fistula.” 

* * * 

Construction work began early in June on a 35-foot 
addition to Dr. Robert A. Glabe’s office building in 
Plainview. To be part of the new addition are rooms 
for diagnostic equipment and records, a darkroom, a 
minor surgery room and a recovery room. 

~“ @ <@ 

During June, Dr. Walter S. Neff of Virginia attended 
a postgraduate course in “Physiological Basis for Inter- 
nal Medicine,” which was presented by the American 
College of Physicians at the University of Illinois Col- 
lege of Medicine. 

* * * 

An M.S. degree in physiology was awarded to Dr. 
John W. Braasch, Rochester, on June 18 at the com- 
mencement exercises of the University of Illinois Chi- 
cago Professional College. Dr. Braasch is the son of 
Dr. and Mrs. W. F. Braasch of Rochester. 

* * * 

After a year in association with Dr. A. D,. Hoidale and 
Dr. W. G. Workman in Tracy, Dr. O. J. Esser closed 
his practice early in June and returned to his previous 
residence in New Ulm. He planned an extended vaca- 
tion before resuming his professional work. 

* * * 

“Child Care” was the title of a talk given by Dr. 
F. H. Walter of International Falls at a meeting of the 
Women of Moose Chapter in International Falls on May 
26. Dr. Walter is affiliated with the International Falls 
Clinic. 

* * * 

Dr. Anthony Rosyzki, formerly of Blackduck, was re- 
cently discharged from the army after being stationed 
for a year at Honolulu. Dr. Rosyzki, visiting in Bemidji 
in June, planned to locate some place in Minnesota to 
begin his practice. 

* * * 

During June, Dr. Chester Thiem maintained the prac- 
tice purchased in Gibbon by Dr. John Glaeser, thus pro- 
viding Gibbon with a physician until Dr. Glaeser was 
discharged from the army. After July 1, Dr. Thiem be- 


gan work at Ancker Hospital in Saint Paul. 
* * * 


Early in June, Dr, Albert E. Krieser announced the 
opening of offices for the practice of medicine and sur- 
gery in Mankato. His practice will be directed primarily 
to the diagnosis and treatment of diseases of the chest. 


(Continued on Page 818) 
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LET US TASTE 
IT FOR YOU, DOCTOR! 


. .. We are well aware of the fact that these are busy days 
for you, Doctor. That is why Minnesota Medicine has tak- 
en the responsibility of acting as “official taster” of -adver- 
tising and avoiding the presentation of products which are 
of questionable value .. . 


. . » No product subject to the review of A.M.A. councils 
can be advertised in Minnesota Medicine until acceptance 
is secured. This insistence upon high standards has result- 
ed in a loss of many pages of advertising, but it has given 
us the satisfaction of knowing that no subscriber of Min- 
nesota Medicine will in any way suffer from use of vrod- 
ucts introduced to him through his official state profession- 
al magazine... 


. .. Our advertisers are always interested in proof that their 
message is seen. Most offer free samples and literature. 
Just a penny postal from you will serve to indicate that 
Minnesota Medicine is read . . . Make it a habit, for in that 
way both of us profit: You learn more about new prod- 
ucts of proven value, and we can show our advertisers that 
physicians of the state read their professional house organ. 


MINNESOTA MEDICINE 


P.S.: SEE INDEX TO CURRENT ADVERTISERS. 
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Cook County Graduate School of Medicine 


ANNOUNCES CONTINUOUS COURSES 
SURGERY—Intensive Course in Surgical Technique, 
an yom starting July 19, August 16, Septem- 
r 


Surgical Technique, Surgical Anatomy and Clinical 
a Tig four weeks, starting August 2, Septem- 
r 13. 

Surgical Anatomy and Clinical Surgery, two weeks, 
starting August 16, September 27. : 
Surgery of Colon and Rectum, one week, starting 
September 20, October 18. Surgical Pathology every 


two weeks. 
FRACTURES AND TRAUMATIC SURGERY—Inten- 
sive Course, two weeks, starting October 25. 
GYNECOLOGY—lIntensive Course, two weeks, starting 
September 13, October 11. 
Vaginal Approach to Pelvic Surgery, one week, start- 
ing. Popeomber 27. 
OBSTETRICS—Intensive Course, two weeks, starting 
September 27, October 25. 
UROLOGY—Intensive Course, two weeks, starting 
September 27. 
SS eee Course, two weeks, starting Oc- 
tober ° 
Personal Course in Gastroscopy, two weeks starting 
July 12, September 27. 
Electrocardiography and Heart Disease, two weeks, 
Starting August 2. 
Electrocardiography and Heart Disease, four weeks, 
starting September 13. 
DERMATOLO 
October 4. 
Clinical Course every two weeks. 
OPHTHALMOLOGY~—Intensive Course, two weeks, 
starting September 20. 
Refraction Methods, four weeks, starting October 11. 
Ocular Fundus Diseases, one week, starting Novem- 


ber 15. 
OTOLARYNGOLOGY-—Intensive Course, two weeks, 
starting October 18. 


General, Intensive and Special Courses in all Branche: 
of Medicine, Surgery end the Specialties 


TEACHING FACULTY — ATTENDING 
STAFF OF COOK COUNTY HOSPITAL 


Address: Registrar, 427 S. Honore St., Chicago 12, Ill. 


Y—Formal Course, two weeks, starting 
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(Continued from Page 816) 


A graduate of the University of Loyola Schooi ot 
Medicine, Dr. Krieser practiced for a short time in 
Mankato before enlisting with the Mankato. National 
Guard unit in 1941. After five years in the army medical 
corps, he was discharged and became a staff physician at 
the Ah Gwah Ching Sanatorium. 

* * * 

The role of psychosomatic medicine in literature was 
discussed by Dr. Frances J. Braceland, consulting psy- 
chiatrist at the Mayo Clinic, at a meeting of the Min- 
nesota Assocation of Hospital and Medical Librarians on 
June 3 in Minneapolis. 

* * * 

Among speakers at the Sixth District meeting (part 
of the Wisconsin State Medical Society) in Green Bay, 
Wisconsin, on June 12 was Dr. H. E. Michelson, pro- 
fessor of dermatology at the University of Minnesota, 
who discussed “Dermatology for General Practitioners.” 

-s 2 

Two papers were presented by Dr. J. Arnold Bargen, 
Rochester, at a meeting of the New Mexico State Medi- 
cal Society in Las Vegas, New Mexico, on June 3 and 4. 
Titles of the papers were “Management of Lesions of 
the Small Intestine” and “Management of Intestinal Ob- 
struction.” 

. +s 


It was announced on June 9 that Dr. Donald C. Bal- 
four, director emeritus of the Mayo Foundation, had 
been elected a member of the Carleton College board of 
trustees at a meeting of the board on June 7. In 1934 
Carleton College conferred upon Dr. Balfour the hon- 
orary degree of Doctor of Laws. 

* * * 

An “Outstanding Achievement” medal was presented 
by the University of Minnesota to Dr. William W. Will 
of Bertha at an alumni dinner on June 11 in Coffman 
Memorial Union. Dr. Will was recently named by the 
Minnesota State Medical Association for the AMA 
award for outstanding general practitioner. 

Se 

A new physician in Excelsior is Dr. Elaine McKenzie, 
who recently became associated in practice with Dr. Lew- 
is M. Reid of that city. A graduate of the University 
of Minnesota Medical School, Dr. McKenzie served het 
internship at Minneapolis General Hospital. She is mar- 
ried to Roy R. McKenzie, a chemical engineer. 

* * * 

Guest speaker at the annual dinner meeting of the 
Otter Tail County Public Health Nursing Service, held 
June 3 at Fergus Falls, was Dr. Hilbert Mark, director 
of the division of tuberculosis of the Minnesota De- 
partment of Health. Dr. Mark outlined the procedure 
for organizing the county for a mass chest x-ray survey. 

es 6 

Eleven Minnesota physicians were among the speakers 
at the forty-fourth annual meeting of the National Tu- 
berculosis Association in New York during the middle 
of June. 

In the group were Dr. H. Corwin Hinshaw, Rochester; 
Dr. William Roemmich, Hennepin County tuberculosis 


(Continued on Page 820) 
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19 Physiotherapy for the relief 
. of Arthritis and related con- 
ditions. Complete physical 
examinations and laboratory 
procedures given every pa- 
tient. Roy T. Pearson, 
M.D., Medical Director. B. 
F. Pearson, M.D., associate. 
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(Continued from Page 818) 
control officer; Dr. F. J. Hill, Minneapolis health com- 
missioner; Dr. Thomas J. Kinsella, Minneapolis; )r, 
E. S. Mariette, medical director of Glen Lake Sana- 
torium, and Dr. Sumner S. Cohen, Dr. L. M. Larson, Dr, 
P. M. Mattill, Dr. F. C. Nemec, Dr. E. P. K. Fenger and 
Dr. V. K. Funk, staff members of Glen Lake Sanatorium, 
* * * 

Dr. Elmer C. Paulson, formerly of Elbow Lake, moved 
to Minneapolis late in June after receiving an appoint- 
ment to a fellowship in radiology at the University of 
Minnesota Medical School. Dr. Paulson, a Fergus Falls 
resident before the war, had opened a practice in Elbow 
Lake following his discharge from the army in 1946, 

a 

It was announced in Bemidji on May 20 that Dr. 
G. A. Miners, formerly of Deer River, had arrived in 
Bemidji to assume the duties of director of District 1, 
Minnesota Department of Health. Dr. Miners fills the 
position previously held by Dr. P. T. Watson, who was 
transferred to the state office in Minneapolis in January, 
1947, 

* * * 

Five Edina (Minneapolis suburb) physicians offered 
their services early in June in conducting free examina- 
tions of all youngsters participating in the Edina Park 
Board’s supervised swimming classes at Lake Calhoun. 
The physicians who volunteered to perform physical ex- 
aminations were Dr. Francis M. Walsh, Dr. Mary Gal- 
ligan, Dr. Robert Tinkham, Dr. C. V. Rockwell and Dr. 
I. H. Moore. . 

* * * 

The seventy-fifth birthday anniversary of Dr. C. S. 
Bossert, Mora, was celebrated by a surprise dinner party 
for him at the Braham Hospital on May 27. Dr. Bos- 
sert has been a staff member of the hospital since it 
opened in December, 1947. A graduate of the University 
of Pennsylvania in 1908, Dr. Bossert has been located in 
Mora since 1914. 

eo 

The sixteenth annual convention of the American So- 
ciety of Medical Technologists was held in Saint Paul 
during the week of June 7. About 500 delegates from 
throughout the country attended. Convention activities 
included a seminar in hematology at the University of 
Minnesota Continuation Center and a trip through the 
Mayo Clinic in Rochester. 

* * * 

Principal speaker at the first annual countywide Pub- 
lic Health Dinner, held in St. James on May 19, was 
Dr. R. N. Barr of the Minnesota Department of Health. 
Speaking on the topic, “Economic Conditions of Public 
Health,” Dr. Barr explained how money for public 
health is used and how public health districts are set up. 
He also described some of the recent health legislation. 

*x* * * 

After thirty-six years of school service in Tracy— 
twenty-four. of the years as president of the school 
board—Dr. W. H. Valentine was honored at a ceremony 
on May 28 by members of the local high school senior 
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(Continued from Page 820) 
class and by the Tracy Civic and Commerce Association, 
In obseryation of his retirement from the school board, 
scheduled for July 1, Dr. Valentine was presented with 
an honorary plaque and a desk pen set. 


* * * 


The Hopkins post of the Veterans of Foreign Wars 
planned to honor Dr. James Blake, pioneer Hopkins 
physician, in a special ceremony during the 1948 Rasp- 
berry Festival, an annual celebration in the city. Three 
of Dr. Blake’s sons, physicians all, Drs. James A., Allan 
and Paul, are members of the Hopkins VFW post. De- 
tails of the ceremony had not yet been worked out at 
the time announcement was made of the proposed 
honor. 


The degree of doctor of science (opthalmology) was 
conferred upon Dr. Bourne Jerome, Minneapolis, by the 
University of Pennsylvania on June 9. The degree was 
granted for graduate work carried on at the school by 
Dr. Jerome both before and after service in the recent 
war. A graduate of the University of Minnesota Medi- 
cal School in 1935, Dr. Jerome is associated in the 
practice of opthalmology with Dr. Karl E. Sandt and 
Dr. W. J. Bushard, Minneapolis. 


* * * 


The President’s Certificate of Merit was presented 
to three Mayo Clinic staff members in a ceremony at 
Rochester on May 18. Receiving the award were Dr. 
Earl H. Wood, Dr. Edward H. Lambert and David M. 
Clark. Mr. Clark is a textile engineer who worked with 
the two doctors in developing a pilot’s anti-blackout g- 
suit. Presentation of the Certificate of Merit was made 
by Rear Admiral F. L. Conklin, commandant of the 
ninth naval district. 


* * * 


Principal speaker at the third annual medical confer- 
ence sponsored by the Minnesota American Legion at 
Fort Snelling on June 10 was Major General Carl R. 
Gray, Jr., national head of the Veterans Administration. 
The conference, to discuss the present and future status 
of medicine and hospitalization for veterans, was at- 
tended by veterans’ officials from Minnesota, North 
Dakota, Nebraska and Iowa, and by physicians from the 
University of Minnesota Medical School and the Mayo 
Clinic, 

x * * 

On May 20, Dr. J. F. DuBois of Sauk Centre was 
reappointed by Governor Luther Youngdahl as a member 
of the State Board of Medical Examiners. First ap- 
pointed to the board in 1927, Dr. DuBois will serve for 
a seven-year term, 

Earlier in the week, at a meeting of the Sauk Centre 
Rotary Club, Dr. DuBois said that over-specialization in 
medicine is leading towards socialism. “Our system grew 
up around the family doctor,” he stated. “If everyone 
specializes, there will be only one agency which can af- 
ford medical care. That is the government—in other 
words, socialized medicine.” He said that socialized 
medicine would be “the entering wedge for socialism 
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(Continued from Page 822) 
throughout the country.” He urged that the best way to 
meet problems of medicine was by internal action of the 
profession itself against over-specialization ahd by pre- 
paratory plans on the part of the general -public to in- 
sure themselves in recognized hospitalization and health 
plans. 
* * * 

Honored at the recent meeting of the Minnesota State 
Medical Association for completing fifty years of medi- 
cal service in the state were thirteen Minnesota physi- 
cians. 

The thirteen practitioners, each with at least fifty 
years of state practice to his credit, were Dr. Gerhard A. 
Dahl, Mankato; Dr. William F. C. Heise, Winona; Dr. 
Aloysius S, Fleming, Dr. Axel E. Hedback, Dr. John R. 
Peterson, Dr. Carl J. Lind and Dr. N. H. Sheldrup, all 
of Minneapolis; Dr. Leon A. Williams, Slayton; Dr. 
Frank E. Burch, Dr. James S. Gilfillan and Dr. Asa 
M. Johnson, all of Saint Paul; Dr. Joseph G. Parsons, 
Crookston, and Dr. William J. Torgerson, Oklee. 

-— - 

Golfers who complain at driving five or ten miles 
to play golf should consider the determination of Dr. 
J. J. Catlin of Buffalo. He drives ninety miles for a 
game of golf, and does it two or three times a week! 

Always on Thursday and usually on Sundays and 
Wednesdays, the sixty-seven-year-old physician makes 
the forty-five mile jaunt from Buffalo to the Twin Cities 
to try out the various Saint Paul and Minneapolis 


courses. In addition, he plays almost every evening on 
the Buffalo golf course. Dr. Catlin, who didn’t start 
playing golf until he was over forty, says that golf is the 
“best medicine in the world. I tell all my patients to try 
it.” He usually shoots in the 80's. 

2 6 4 


HOSPITAL NEWS 


Articles of incorporation were being drafted early in 
June for the Aitkin Community Hospital Association. 
Decision to incorporate was made at a meeting in Aitkin 
on May 21, attended by members of the local hospital 
committee and interested citizens. The incorporators 
were made up of a nine-man board of directors. 

ek & 

With the resignation of Miss Inez Lewison as su- 
perintendent of Northfield City Hospital, effective July 1, 
the Northfield hospital board in May appointed Mrs. 
Myron Ellingboe to the position. Miss Lewison resigned 
to become surgical supervisor of a new sixty-bed hospi- 
tal in Glencoe. Mrs. Ellingboe has been assistant super- 
intendent of the Northfield hospital for the past two 
years. 

*x* * * 

At the annual meeting of the board of trustees and 
members of the association of the Community Hospital 
in Princeton on June 8, it was announced that the small 


“hospital had not only stayed on the black side of the 


financial ledger during most of 1947 and part of 1948 
but had shown a profit of $2,750 for the period. 











The Birches Sanitarium, Ine. 


A hospital for the care and treatment of 
Nervous and Mental disorders. Quiet, cheer- 
ful environment. 
Recreational and occupational therapy. 


L. R. Gowan, M.D. 


2391 Woodland Avenue 
Duluth 3, Minnesota 
Specially trained personnel. 


Psychiatrists in Charge 
L. E. Schneider, M.D. 














OMEWOOD HOSPITAL is one of the 
Northwest's outstanding hospitals for the 
treatment of Nervous Disorders—equipped 
with all the essentials for rendering high-grade 
service to patient and physician. 


Operated in Connection with 
Glenwood Hills Hospitals 


HOMEWOOD HOSPITAL 


Corner Penn and Plymouth Avenues North 
Minneapolis Minnesoto 





824 


MINNESOTA MEDICINE 

















Mo 
Nortl 
confe 
Amot 
Mayo 
grou 


BLUE 


Persor 


Numbé 
Amour 


At 
ciety 
rium, 
mater 
main] 
tendir 
who \ 
cine. 
it Was 
terns} 
glad 1 


= ticipa’ 


The 
to Bhi 
Tepre: 


, Call a 


repre ‘ 


Jury, 





on 


su- 
y 1, 
[rs. 
ned 
Spi- 
er- 
two 


and 
vital 
nall 

the 
1948 





| | 


the 
> the 
oped 
cade 


resota 


DICINE 














2527 2nd Ave., S., Minneapolis, Phone AT. 7369 


REST HOSPITAL 


A quiet, ethical hospital with therapeutic facilities 
for the diagnosis, care and treatment of Nervous 
and Medical cases. Invites codperation of all 
reputable physicians who may supervise the treat- 
ment of their patients. 


PSYCHIATRISTS IN CHARGE 
Dr. Hewitt B. Hannah 
Dr. Joel C. Hultkrans 














THE VOCATIONAL HOSPITAL 
TRAINS PRACTICAL NURSES 


Nine months Residence course,, Registered Nurses and 
Dietitian as Teachers and Supervisors. 
Miller Vocational High School. 
always in demand. 


Rates Reasonable. Patients under the care of their own physicians, 
who direct the treatment. : 


5511 Lyndale Ave. So. 


Certificate from 
VOCATIONAL NURSES 


EXCELLENT CARE TO CONVALESCENT AND 
CHRONIC PATIENTS 


LO. 9773 Minneapolis, Minn. 








More than 1,000 hospital officials from throughout the 
Northwest and Manitoba, Canada, met for a hospital 
conference in Minneapolis during the first week of June. 
Among the speakers at the meeting was Dr. Charles W. 
Mayo, Rochester, who spoke at a dinner meeting of the 
group on June 4. 


BLUE SHIELD NEWS 


Persons covered by Blue Shield as of June 15, 1948—26,369 
Number of Blue Shield cases paid on June 15, 1948—201 
Total for 1948—553 


Amount paid on Blue Shield cases on June 15, 1948—$ 7,083.50 
Total for 1948— 20,486.16 
At the convention of the Minnesota State Medical So- 
ciety June 7, 8, and 9, 1948, in the Minneapolis audito- 
tium, the Minnesota Blue Shield exhibit consisting of 
material pertaining to the Blue Shield plan was set up 
mainly to answer questions raised by the doctors at- 
tending the convention and also to enroll any doctors 
who were not Blue Shield participating doctors of medi- 
cine. Of the few additional doctors who were signed up, 
it was found that they had either just completed their in- 
ternship or recently returned from service. We are very 
glad to add their names to the roll of Blue Shield par- 
ticipating doctors of medicine. 


There were many requests for information pertaining 
to Blue Shield. The largest request was for Blue Shield 
Tepresentatives to visit the towns and also for them to 


, call at the doctor‘s office for discussion. As a result all 


representatives have been instructed to call on the doctors 


Juty, 1948 


in the towns they visit, so calls from them can be ex- 
pected. 

A frequent query was, “When is Blue Shield going to 
be offered in our town?” It will be offered in all towns 
just as soon as possible. At the present time there are 
twenty representatives in the state. We know this num- 
ber is inadequate, but more are being put on all the time. 
At present these representatives are only following up 
groups that have requested enrollment, because we feel 
that it is only fair that the established groups should 
have Blue Shield first. In the Blue Shield office there 
are hundreds of cards requesting representatives to dis- 
cuss enrollment with groups, and these requests are get- 
ting first priority. Therefore, if a representative does 
not get to your town immediately, please be patient, for 
one will be there soon. 

It was suggested by some of the doctors attending the 
convention that material be supplied for their waiting 
rooms. Blue Shield literature for this purpose is being 
prepared and will be sent to you. 

When the Blue Shield representative calls on you 
please give him any requests you may have received 
for group enrollment, also ask him any questions you 
nray have or give him any suggestions. He will return 
them to this office and necessary action will be taken. 

May we again state that this is your plan and it is 
within your power to make or break it. Those of us in 
the office do not know how you feel about Blue Shield 
unless you voice your opinions. We are always open to 
suggestions and want them. So help us make your plan 
the best. 
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Reports and 
Announcements 





IDAHO STATE MEDICAL ASSOCIATION 


The entire guest faculty for the fifty-sixth annual ses- 
sion of the Idaho State Medical Association, held July 6 
through 8 at Sun Valley, Idaho, consisted of five Uni- 
versity of Minnesota Medical School staff members. 
The five lecturers were Dr. Owen H. Wangensteen, 
director of the department of surgery; Dr. Donald W. 
Hastings, chief of psychiatry and neurology; Dr. Ed- 
ward P. Burch, assistant professor of ophthalmology; 
Dr. Frederick W. Hoffbauer, assistant professor of 
medicine, and Dr. Leonard A. Lang, clinical assistant 
professor of obstetrics and gynecology. 





MINNESOTA SOCIETY OF INTERNAL MEDICINE 


The semi-annual meeting of the Minnesota Society of 
Internal Medicine was held as a one-day session in Du- 
luth on June 5. Fourteen papers and discussions com- 
prised the program, which was presented at St. Mary’s 
Hospital. 

In charge of the session was Dr. D. W. Wheeler, Du- 
luth, president of the society. Among papers presented 
by Duluth physicians were “Acute Coccidioidomycosis” 
by Dr. Sam H. Boyer, Jr.; “Acute Coronary Inadequa- 
cy” by Dr. Robert L. Nelson; “Hyperparathyroidism” by 
Dr. J. J. Coll, and “A Ten-Year Review of Seventy- 
five Cases of Uremia” by Dr. Arthur H. Wells and Dr. 
William D. Coventry. Other scientific discussions were 
given by physicians from Rochester and the Twin Cities. 








SPECIALISTS 
ARTIFICIAL LIMBS 


Extension Shoes and Clubfoot 
Corrections . . . Abdominal and 
Arch Supports ... Braces for 
Deformities . . . Elastic Stockings 
. - « Expert Truss Fitters ... 


® 
Seelert Orthopedic 
Appliance Company 


18 North 8th Street 
Minneapolis MAin 1768 


























FEE SCHEDULES FOR PUBLIC AGENCIES 
(Continued from Page 758) 


to render better medical care to groups cared 
for from public funds, and while we want free 
choice of physician and fee for service, we must 
accomplish this in both an efficient and an ethical 
manner. Eventually what is best for the public 
will be best for the medical profession. Our 
plans must include the full use of existing in- 
stitutions such as state hospitals for insane and 
tuberculous as well as charitable institutions. In 
particular, plans must be made to provide our 
teaching institutions with ample teaching material. 

The medical profession will need to accept the 
entrance of the agencies into this effort. To them 
must go the responsibility for determining who 
is entitled to care. Also to them must go the 
right to infringe on free choice of physician. In 
Nebraska very definite limitations are placed on 
what osteopaths, chiropractors and optometrists 
can do. Likewise, some limitation must be placed 
on what doctors of medicine can do. All doc- 
tors are certainly not capable of rendering all 
types of medical care. In special cases, special- 
ists’ care must be obtained, The officers of the 
agencies will need to have directive authority in 
these cases. Here, in particular, the medical pro- 
fession must give wise and conscientious counsel, 
and this counsel must be accepted by the agencies. 

The Nebraska State Medical Association is 
suggesting that agencies paying for medical serv- 
ice from public funds, and members of the medi- 
cal profession, study our schedule carefully ; that 
they use it in making agreements for medical 
service ; that in cases where the printed fees seem 
too high or too low, they bargain only on where 
to place the unit value; that information as to 
agreements be promptly forwarded to the state 
medical office. We also request of the profes- 
sion that suggestions as to changes in the number 
of credits be sent to the state medical office. 

This effort can come to naught, or it can be an 
instrument of advantage to all and an important 
step toward better relationship between the medi- 
cal profession and the public. 


PHYSICIANS AND HOSPITALS SUPPLY CO., Inc. 


414 SOUTH SIXTH ST.. MINNEAPOLIS, MINN 


INSTRUMENTS - TRUSSES - 


EQUIPMENT - 
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BOOK REVIEWS 


Books listed here become the property of the Ramsey, 
Hennepin and St. Louis County Medical Libraries when 
reviewed. Members, however, are urged to write reviews 
of any or every recent book which may be of interest 
to physicians. 











CLINICAL LABORATORS METHODS AND DIAGNOSIS. 
ao? Edition. R. B. H. Gradwohl, M.D., D.Sc., F.R.S.T.M. 
H. (London). A. of Gradwohl Laboratories and 
€adwohl School of Laboratory Technique; Pathologist to 
Christian Hospital; Director Research Laboratory, St. Louis 
Metropolitan Police pegertmens, St. Louis, Mo.; Commander 
Medical Corps, U. S. Naval Reserve, Ret.; Fellow American 
Public Health Association; and Dr. Pedro Kouri, Director 
Institute of Tropical Medicine; Professor of Parasitology and 
Tropical Medicine; Vice-Dean of the Faculty of Medicine, 
Havana University; Director of Laboratories Kuba, Havana, 
Cuba. Vols. I and II, 2284 peers and Index 127 pages; Vol. 
III, 864 pages. Illus. Price, 3 Vols., $40.00, cloth. St. Louis: 
C. V. Mosby Co., 1948. 


CORRELATED NEUROANATOMY. Fourth Edition Revised. 
ag” h McDonald, M.S., M.Sc.D., M.D., Joseph G. Chusid, 
A.B. D., and Jack Lange, M.S., M.D. “156 pages. Illus. 
Price $3.00, paper cover. Palo Alto: University Medical Pub- 
lishers, 1947. 


HANDBOOK OF OPHTHALMOLOGY. Everett L. Goar, 
A.B., M.D., F.A.C.S. Professor of Ophthalmology, Baylor 
University College of Medicine, Houston, Texas. 166 pages. 
Illus. Price $5.50, cloth. St. Louis: C. V. Mosby Co., 1948. 


CLINICAL OPHTHALMOLOGY. +?” General Practitioners 
and Students. H. M. Traquair, M.D., .S., Ed. Consult- 
ing Ophthalmic Surgeon, Royal ~ Be, Edinburgh, Oph- 
thalmic Surgeon, Chalmers Hospital, Edinburgh, Oculist. to 
the Edinburgh Municipal Hospitals; late lecturer on Dis- 
eases of the Eye, Edinburgh University. 264 pages. Illus. 
Price $9.00, cloth. St. Louis: C. V. Mosby Co., 1948. 


Good Vision Js Precious 
When your eyes need attention ... 


Don't just buy eye glasses, but eye care... 
Consult a reliable eye doctor and then... 


Let Us Design and Make Your Glasses 


Tally fell -Arheoman 


Dispensing Opticians 


25 W. 6th St. St. Paul 


CE. 5767 











TAILORS TO MEN SINCE 1886 

The finest imported and domestic wool- 
ens such as SCHUSLER’S have in stock 
are not too fine to match the hand tailor- 
ing we always have and always will 
employ. 


J. T. SCHUSLER CO., INC. 
379 Robert St. St. Paul 











PHONES: 
ATLANTIC 3317 
ATLANTIC 3318 





DANIELSON MEDICAL ARTS PHARMACY, 


10-14 Arcade, Medical Arts Building 
825 Nicollet Avenue—Two Entrances—78 South Ninth Street WEEK DAYS—8 to 7 
MINNEAPOLIS 


INC. 


HOURS: 


SUN. AND HOL.—10 TO 1 

















AR-EX COSMETICS, INC., 


lg UNSCENTED COSMETICS 


FOR THE ALLERGIC PATIENT 


FREE FORMULARY 





Qe 








AR-EX sper are the only complete line of —— ~~ ADDRESS. 
regularly stocked by pharmacies. To be certain that perfume AR-EX city 
sensitive patients do not get scented cosmetics, pote & AR-EX 

Unscented Cosmetics. SEND FOR FREE FORMULARY. STATE. 





1036 W. VAN BUREN ST., CHICAGO 7, ILL. 














BORCHERDT 


MALT SOUP 


Th MALT EXTRACT COMPANY, 
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217 N. Wolcott Ave., 


Borcherdt’s Malt Soup Extract is a laxative 
modifier of milk. One or two teaspoonfuls in a 
single feeding produce a marked change in the 
stool. Council Accepted. Send for sample. 


Chicago 12, HI. 
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Classified Advertising 





FOR SALE—Complete equipment of small clinic in town 
of 12,000 one hour from Minneapolis; office for three 


physicians ; drug store in same building. Complete lab- . 


oratory equipment, x-ray, etc., all in good condition. 
Good hospital available. Will sell at recent appraisal 
price of C. F. Anderson Company; terms if desired. 
Address E-94, care MINNESOTA MEDICINE. 





FOR SALE—Complete set of Tice—Practice of Medi- 
cine, with all revisions to date; in excellent condition. 
Price $75.00. John Paulson, M.D., 610—11th St. S.W., 
Rochester, Minnesota. 





FOR SALE—Long-established unopposed southern Min- 
nesota practice; town of 500; good schools and roads; 
large territory; low rent. Specializing. Address E-92, 
care MINNESOTA MEDICINE. 





FOR SALE—Complete x-ray equipment in good condi- 
tion; also all-Victor electrical treatments, several 
pieces. Pay for Bucky, x-ray table and equipment, and 
all rest will be thrown in. Time to pay, if desired. 
Bargain. Address E-61, care MINNESOTA MEDICINE. 





WANTED—Young physician capable of doing general 
practice, including surgery, at Sunburst, Montana. 
Monthly retainer fee from an oil company. Paved 
road to nearby hospital. Good opportunity for im- 
mediate income. Write E-72, care MINNESOTA MEDI- 
CINE. 





EDITING AND TYPING—Professional editing and 
typing service for manuscripts. Let us give your tech- 
nical articles the professional writing touch and save 
your own valuable time. Send them to: Carl Towley, 
Hopkins, Minnesota. 





FOR RENT—Office space available for two or three doc- 
tors in new building at 1020 Plymouth Avenue, Minne- 
apolis. Call Dr. J. L. Krishof, HY 6180, for informa- 
tion. 





WANTED—Young physician as associate or partner or 
to buy very good general practice twenty-five miles 
from Twin Cities. Address E-96, care MINNESOTA 
MEDICINE. 





WANTED —Doctor as associate in general practice in 
Saint Paul, Good income at once, partnership. Ad- 
dress E-95, care MINNESOTA MEDICINE. 





PROFESSIONAL MEDICAL ILLUSTRATOR—Ac- 
curate drawings made from case reports or written 
descriptions. Charts, graphs, exhibits prepared. Ref- 
erences. Reasonable rates. Address Herbert Hunter, 
Box 86, Star Prairie, Wisconsin. 


WANTED—General ppractitioner for small,  well- 
equipped clinic. Excellent opportunity guarantee with 
partnership offered. Address E-93, care MINNESOTA 
MEDICINE. 





WANTED—Doctor to take over my general practice 
next September and October. Address E-84, care 
MINNESOTA MEDICINE. 


AVAILABLE IMMEDIATELY—Well-established gen- 
eral practice, including furniture and office equipment, 
downtown Minneapolis. Address Dr. Vernon Mark, 
506 Physicians and Surgeons Building, Minneapolis 2. 
Telephone Atlantic 4045. 





WANTED—Doctor for general practice—September and 
October. $400 month with room and board. Small 
southern Minnesota town with community hospital. 
Address E-97, care MINNESOTA MEDICINE. 





WANTED—Doctor to take over general practice for 
three or four weeks in September and October. Ad- 
dress E-98, care MINNESOTA MEDICINE. 


FOR SALE—100 ma. x-ray unit with horizontal table, 
high speed Bucky, rail mount table stand and complete 
darkroom, in use less than four months. Offered at 
3/5 present list price. Address E-99, care MINNESOTA 
MEDICINE. 





FOR RENT—Space suitable for doctor’s offices—three 
rooms above drug store, corner Grand and Fairview, 
Saint Paul. Call MIdway 0813. 





PHYSICIANS 
AVAILABLE POSITIONS 


e A considerable number of openings for general prac- 
titioners—independent, group, association. 
e O.B. and ENT men, eligible for boards, wanted by 
well-known group. in@ncial arrangements open. 
e Pediatrician and roentgenologist by top-notch clinic. 
Salary to $1,000 per month, plus bonus, and part- 
nership share. ’ 
PHYSICIANS AVAILABLE 
Internist, formal trainitg completed October 1. 
Psychiatrist, certified by American Board, for group 
or private practice. 
Surgeon, completes formal training October 1. 
ay general practitioners available between now 
and fall. 
FOR ALL MEDICAL PERSONNEL 


MEDICAL PLACEMENT REGISTRY 


525 Hamm Building, St. Paul Ga. 6718 














DAHL’S ST. 


Distributors of 
] &] and B & B surgical dressings 





PAUL PHARMACY 


29 W. 6th St., St. Paul 2, Minn. (Corner 6th & St. Peter Sts.) Gar. 1863 


| Mail orders given prompt attention. 


Biol. depot for 
Parke, Davis, Lederle, Cutter, Sharp & Dohme 








MINNESOTA MEDICINE 
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